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ABSTRACT 
This study examined the session-to-session change in symptom severity 
and social bonding ability in the participants of groups for survivors of sexual 
trauma. The concept of social bonding ability was addressed by examining the 
participants’ beliefs about the availability of social support, their beliefs about 
themselves, and their beliefs about their relationships with their group leaders. 
Group leader ratings of the level of process focus of their group were also 
measured. Twenty women between the ages of 19 and 55 receiving group 
treatment at three community agencies in Colorado were included in the study. 
Groups included in the study were either open or closed, were targeted at sexual 
trauma survivors and met for a minimum of 10 weeks. Assessment measures 
utilized included the Outcome Questionnaire 45 (OQ-45), the PTSD Checklist-
Civilian Version (PCL-C), The Interpersonal Support Evaluation List (ISEL) the 
Working Alliance Inventory-Short Form Revised (WAI-SR), the Childhood 
Sexual Abuse Questionnaire (CSAQ), and the Sexual Experiences Survey Short 
Form Victimization (SES-SFV). Participants completed the SES-SFV, CSAQ, 
ISEL, WAI-SR, PCL-C and the OQ-45 prior to treatment. Participants also 
completed the OQ-45, WAI, and ISEL prior to each group therapy session for 
sessions two to 10, for a total of 10 weeks of data. Data were analyzed with 
	  
	   iii 
profile analyses, hierarchical multiple regression, and paired sample t-tests. 
Results showed that there were significant pre to post treatment changes on all 
measures of symptom severity and bonding ability after 10 sessions of treatment.  
There were significant differences in symptom severity based on ability to form 
social bonds. However, after controlling for pretreatment symptom severity, level 
of bonding ability was not a significant predictor of post treatment symptom 
severity. There were no significant differences in the ability to form social bonds 
over time based on level of process focus of the group and all groups including 
some amount of focus on process increased the ability to form social bonds. 
Regardless of level of process focus, group treatments produced significant 
increases in the ability to bond to the therapist over time. There were no 
significant differences in bonding ability or symptom severity between 
participants in the open and closed groups, and both groups experienced similar 
rates of reduction in symptoms over time. Overall, these findings suggest that 
brief group treatment for sexual trauma survivors may improve social bonding 
ability and decrease ratings of symptom severity. Also significant for sexual 
trauma group psychotherapy research is the ability for women to benefit from 
either open or closed group treatments. Further research on a larger scale is 
needed to learn how level of group process focus affect group members and how 
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INTRODUCTION AND REVIEW OF THE LITERATURE 
Approximately 39 million Americans are survivors of childhood sexual 
abuse (CSA) (Abel, 1987) and one out of every six American women has 
experienced an attempted or completed rape (Colorado Coalition Against Sexual 
Assault, 2010). Along with the physical trauma present in the immediate 
aftermath of a sexual assault, survivors also present with a wide range of mental 
and physical health consequences following the assault, the effects of which may 
never fully dissipate (Petrak & Hedge, 2004; Wilson, 2009).  In the immediate 
aftermath of the assault, the survivor will likely experience a range of emotions 
dominated by shame and guilt (Herman, 1992).  These feelings are most likely to 
resolve if corrective intervention (psychological treatment, law enforcement/ 
social services intervention, family support) is available to the survivor 
immediately following the assault (Petrak & Hedge, 2004). If the survivor is a 
male or a juvenile, gender roles and social structure make it less likely that the 
abuse will ever be reported and that the survivor will seek out mental health 
services (Kia-Keating, Sorsoli, & Grossman, 2010; Sable, 2006). For this reason,  
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the bulk of the literature on the experience of sexual assault includes adult female 
participants.  
Studies of survivors of CSA have suggested that because of increased 
barriers to seeking services at the time of the assault and the impact of such an 
assault on normal development, these individuals are at increased risk for 
developing the symptoms of several mental health diagnoses including 
posttraumatic stress disorder (PTSD), depression, eating disorders, drug and 
alcohol abuse, and may experience difficulty functioning in society in adulthood 
(Browne & Finkelhor, 1986; Day, Thurlow, & Woolliscroft, 2003; Molnar, Buka, 
& Kessler, 2001; Saunders, Kilpatrick, Hanson, Resnick, & Walker, 1999).  CSA 
survivors are more likely to experience medical problems such as obesity, irritable 
bowel syndrome, asthma, and fibromyalgia than the general population and report 
greater pain severity associated with medical conditions (Wilson, 2009). In the 
literature that has accrued over the years on female sexual assault survivors, it is 
clear that while almost all women would report their assault experience as 
negative, their ability to recover psychologically following the assault varies. A 
body of literature has evolved which suggests that the ability to effectively access 
and utilize social support explains the differential recovery rate following CSA 
and adult sexual assault (ASA) (Charuvastra & Cloitre, 2008). While research on 
the salience of social bonds in post-traumatic growth is promising, the literature 
up until now has focused on more of the characteristics of CSA and ASA 
survivors and less on treatment. The present study makes the argument that if 
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interpersonal bonds are salient in recovery following a trauma, group treatment 
should be efficacious in this population because of the implicit focus on group 
cohesion and bond building. Further, survivors who are most capable of forming 
social bonds with others during and after the group should also have the greatest 
likelihood of experiencing symptom reduction following group treatment.  
Despite the projected number of sexual trauma survivors in the United 
States alone, research on effective treatment for this population is limited perhaps 
due, in part, to the continued stigma surrounding discussion of this topic and 
subsequent difficulty obtaining participants. When research on treatment for 
sexual assault or trauma is conducted, it tends to focus on children, adult women 
who were assaulted in adulthood, and those who have been diagnosed with PTSD. 
Treatment studies for adult CSA and ASA survivors have focused on individual 
treatments rather than group therapy. The importance of social bonds in recovery 
has been suggested, yet few studies include measures of ability to form 
interpersonal bonds. Few rigorous studies of the efficacy of group treatments for 
CSA and ASA survivors have been conducted, despite the general consensus that 
group treatment is efficacious for this population (Valerio & Lepper, 2010).   
This study explored whether group treatment for adult survivors of sexual 
trauma is efficacious as, suggested by Yalom (2005), the interpersonal nature of 
group is more able to improve interpersonal functioning and counteract the sense 
of shame and secrecy at the heart of many disorders stemming from sexual 
trauma.  Chapter one provides an overview of the literature on the relationship 
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between sexual trauma and social bonds as well as the outcome literature on 
group and individual treatments for trauma survivors with a specific focus on 
those studies that include measures of interpersonal functioning. Chapter one 
concludes with a summary and statement of the problem as well as an overview of 
the hypotheses and research questions that were tested in this study. Chapter two 
includes a review of the methods and procedures for the study including detailed 
information about the participants, design, measures, and procedures. Chapter 
three details the results of the statistical analyses, and chapter four provides a 
discussion of the findings along with the treatment implications, limitations of the 
present study, suggestions for future research and a conclusion statement.  
The Relationship between Sexual Abuse and Social Bonds 
 This section provides a more in-depth understanding of the literature that 
forms the basis for the underlying assumption that group treatment, compared to 
individual treatment, is the best method for treating adult survivors of CSA and 
ASA. A review of relevant theories of the relationship between social bonds and 
symptom severity will be presented, followed by a summary of the literature 
suggesting the salience of social bonds in recovery from sexual trauma. Because 
much of the literature related to incidence, prevalence and treatment of sexual 
trauma is often a sidebar in studies of participants diagnosed with PTSD, a review 
of findings in the PTSD literature relevant to social bonds and or sexual trauma 
will be presented. These bodies of literature use a variety of labels to describe the 
relationship between the sexual trauma survivor and others in their lives such as 
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attachment, social support, object relations, social bonds, and interpersonal 
functioning. The term social bonds appears to best encompass the wide range of 
terminology and will be used throughout the dissertation unless reviewed studies 
have provided a specific definition for their terminology.  
Theories of Social Bonds  
Several of the previously cited studies of sexual trauma and PTSD have 
suggested that the absence or availability of social support or bonds may play a 
role in symptom development (Berwin, Andrews, & Valentine, 2000; Cloitre et 
al., 1997; Gibson & Hartshorne, 1996; Lundqvist et al., 2004; Schumm et al., 
2006; Ullman & Filipas, 2001; Zollner et al., 1999).   A subset of research has 
evolved to explain the impact of social bonds on trauma symptoms, often citing a 
stress buffering models in which support acts as a buffer from developing 
symptoms and negative coping behaviors following a trauma (Borja, Callahan, & 
Long, 2006; Charuvastra & Cloitre, 2008; Hyman, Gold, & Cott, 2003; Lyons, 
Mickelson, Sullivan, & Coyne, 1998; Norris, & Kanisty, 1996).  Other authors 
have explained the importance of social bonds in the recovery from trauma in an 
attachment theory framework (Pearlman & Courtois, 2005; Koenen, 2010), while 
still others conceptualize this relationship from an object relations perspective 
(Ford, Fisher, & Larson, 1997; Kernhof, Kaufhold, & Grabhorn, 2008).  
Regardless of the theoretical explanation, research results clearly indicate that a 
relationship exists between social variables and risk for and recovery from 
disorders of extreme stress.   
	  
	   6 
The importance of social bonds in the recovery from trauma has been 
explained from multiple theoretical perspectives.  Pearlman and Curtois (2005) 
suggest an attachment framework may be most useful in understanding the 
development of symptoms of complex PTSD, also referred to as Disorders of 
Extreme Stress, Not Otherwise Specified (DESNOS).  Symptoms associated with 
long histories of multiple traumas including inability to regulate affect, 
dissociation, and inability to maintain healthy interpersonal relationships may be 
explained by a disruption of the ability to internalize Bowlby’s secure base. The 
type of inner working model most often associated with DESNOS is the insecure-
disorganized, an attachment style that develops when an infant experiences his or 
her caregiver as unpredictable and both a source of fear and anxiety as well as 
comfort. This attachment style may contribute to difficulty forming and 
maintaining interpersonal relationships in adulthood (Pearlman & Curtois, 2005).    
 Several authors suggest that the level of object relations, or internalized 
schemas of the self and others that enable an individual to cope with anxiety, is 
predictive of outcome in the treatment of trauma (Ford et al., 1997; Kernhof et al., 
2008).   In their 1997 study of inpatient combat veterans with chronic PTSD, Ford 
et al. found that level of object relations significantly predicted post treatment 
self-reports of PTSD.  Specifically, higher levels of object relations were 
predictive of more positive outcomes, while low scores were predictive of 
negative outcome.  These results persisted even when holding constant levels of 
pretest symptom severity, demographics, personality disorder diagnosis, war or 
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childhood trauma exposure and positive adjustment.  Authors suggested that a 
patient’s level of object relations be used as a pretreatment measure to determine 
if the patient has the ego strength for trauma focused work (higher object 
relations) or if a treatment focus on affect tolerance and social support skills (low 
object relations) would be more beneficial (Ford et al., 1997).  Kernhof et al. 
(2008) reported similar findings in their study comparing inpatient females with 
CSA, eating disorders and no CSA, and non-clinical control.  Results suggested 
that women in the CSA group had the lowest levels of object relations and also 
reported the highest levels of interpersonal problems.  The authors suggested that 
based on their findings, women with CSA may have more difficulty than most 
maintaining boundaries in relationships and interpreting social cues (Kernhof et 
al., 2008). These findings of may be more applicable to the present research study 
than those of Ford et al. (1997) given the population in Kernhof et al. (2008) was 
a group of treatment seeking women with heterogeneous Axis I and II diagnoses.  
However, both studies are limited in their generalizability due to the fact that they 
both were conducted using inpatient populations.   
In their review of the literature on social bonds and PTSD, Charuvastra 
and Cloitre (2008) presented a theory of the social ecology of PTSD stating,  
Social bonds exert a powerful influence on the development and 
maintenance of PTSD as the location of important processes that influence 
how an individual responds to a traumatic event.  Most crucially, it is 
within social bonds that individuals may receive or develop a sense of 
safety, which appears to be essential to the prevention of or the recovery 
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The authors contended that because of the apparent salience of social bonds, the 
therapeutic relationship becomes even more essential to the process of healing 
from trauma than for recovery from other mental disorders. It stands to reason 
then that regardless of theoretical perspective, the ability to form and maintain 
social bonds should mediate the impact of trauma and may be an important 
component of therapies to assist adult sexual trauma survivors in their recovery.  
Sequelae of Sexual Trauma in Childhood and Adulthood 
 While a theoretical basis for a relationship between social support and 
subsequent impact of trauma exists, specific models of the way in which the 
sequelae of sexual abuse history impacts adults remains unclear.  Common 
psychological conditions associated with sexual trauma history include 
depression, anxiety, dissociative disorders, borderline and antisocial personality 
disorders, PTSD, substance abuse, somatization, and sexual dysfunction in 
adulthood (Adams & Sutker, 2004).   
Determining whether the cause of dysfunction in adulthood is related to 
experiences of sexual abuse in childhood or more broadly to being raised in a 
dysfunctional family environment has been debated (Nash, Hulsey, Sexton, 
Harralson, & Lambert, 1993).  Some studies have shown that when family 
environment is statistically controlled, main effects of childhood sexual abuse are 
no longer present suggesting that the environment is the cause of later pathology 
(Nash et al., 1993).  While no studies have been able to resolve this issue, it is 
clear that regardless of the specific cause of symptoms, individuals with a history 
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of CSA do have a specific range of negative psychological and social experiences 
as adults that are different from those with ASA only (Adams & Sutker, 2004; 
Cloitre et al., 1997; Gibson & Hartshorne, 1996; Lundqvist, Hannson, & Svedin, 
2004).   
Lundqvist et al. (2004) found variables specific to the CSA experience 
predicted type and severity of psychopathology and ability to connect socially 
with others in adulthood.  Age at the time of first assault was significantly related 
to the number of psychiatric symptoms present, with younger age predicting more 
symptoms.  Additionally, individuals abused by a male relative scored 
significantly higher on measures of interpersonal sensitivity than did those whose 
abuse perpetrator was not a relative.  CSA that included penetration was 
associated with more difficulty with social interactions in adulthood than other 
types of CSA. Failure to disclose the abuse for fear of being accused of 
complicity was also associated with a higher total symptom score (Lundqvist et 
al., 2004).  Findings related to fear of disclosing abuse is specifically salient in the 
context of the literature regarding the importance of a strong social support 
network in symptom reduction (Andrews et al., 2003; Berwin et al., 2000; Briggs-
Phillips & Hobfoll, 2006; Schumm et al., 1999; Ullman & Filipas, 2001).   
Other studies of CSA and social support have suggested that the 
characteristics of the abuse experienced may affect an individual’s beliefs about 
and ability to use their social network for support and that social network 
orientation may mediate later symptoms (Cloitre et al., 1997; Gibson & 
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Hartshorne, 1996). In their 1996 study of 257 college women and clinic patients, 
Gibson and Hartshorne found that women who reported a history of child abuse 
were significantly more lonely and reported significantly less network orientation 
than women who were not abused in childhood.  Additionally, the findings 
suggested that within the group of women who reported a history of abuse, those 
in treatment were significantly more lonely and had lower network orientation 
than those who had reported abuse history but were not in treatment.  The authors 
suggested that this may be due to group differences between the clinic patients 
who were older residents of the community versus the abused non-clinic patients 
who were younger college women.  The authors did not describe the treatment 
received by the clinic patients (i.e., group or individual, length of treatment, etc.).  
Unlike findings of other studies (Lundqvist et al., 2004), the authors found no 
significant effect of age of first abuse on the outcome measure.  Significant effects 
of length of abuse and number of abuse incidents were predictive of increased 
loneliness and lower network orientation (Gibson & Hartshorne, 1996).   
The most interesting finding of Gibson & Hartshorne (1996) with respect 
to the present research was that individuals receiving individual therapy had lower 
levels of social support subsequently more loneliness than those who had an abuse 
history but were not in treatment. A major flaw of the study was failure to include 
a measure of symptom severity, which could account for differences between the 
group who chose to seek treatment and those who did not.  It is also possible that 
the women in treatment used their individual therapist as their primary social 
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outlet, thereby reducing their need to engage their social network.  If this is the 
case, however, the higher rates of loneliness reported by this group suggest that 
the individual therapy they were receiving may not have been sufficient in 
providing social support and interaction.  This finding provides support for the 
assertion that group treatments may be a more efficacious intervention for this 
population as they provide better opportunity for social interaction.  
Research suggests that the interpersonal relationship patterns which exist 
as part of the sequelae of child abuse are the most resistant to change in 
adulthood, and that the ability to have trusting interpersonal relationships is 
predictive of post-traumatic resilience (Bradley & Davino, 2007).  In a sample of 
164 female prison inmates with a history of physical and sexual abuse, an 
integrated sense of self, ability to form healthy relationships with others, and the 
ability to regulate affect and engage in self-care were associated with resilience.   
The women who were classified as resilient had a significantly lower incidence of 
CSA than did the overall sample population (54% and 79% respectively).   The 
authors suggest that the ability to form healthy and intimate relationships is 
characteristic of resilience following a trauma, and recommend that affect 
regulation, integration of traumatic experiences and relationships be the focus of 
treatment for women with a CSA history (Bradley & Davino, 2007). 
Cloitre et al. (1997) found that women who were classified as 
retraumatized, or reported both a history of CSA as well as an adult sexual trauma 
history, experienced higher rates of dysthymia, generalized anxiety disorder, and 
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simple and social phobia than did women who had no trauma history.  
Retraumatized women also had significantly higher rates of alexithymia (the 
inability to express or distinguish between emotional states), suicide attempts, and 
interpersonal problems than did victims of adult sexual trauma without a history 
of CSA or those without a sexual trauma history.  In this study, both sexual 
assault groups had similar levels of PTSD.  The authors suggested that because 
disturbances of self and interpersonal functioning present only in the revictimized 
group that these symptoms are a result of abuse occurring in childhood rather than 
sexual abuse in general.  Cloitre et al. argued for a new diagnostic category, 
Disorder of Extreme Stress (DES or DESNOS), that would encompass the 
symptoms that result specifically from CSA that are not included in a diagnosis of 
PTSD.  The authors suggest that the prevalence of retraumatization in individuals 
who have experienced CSA may be due to high rates of alexithymia inhibiting 
their ability to sense and respond to dangerous or hostile situations along with 
increased interpersonal problems inhibiting ability to trust and disclose to 
supportive others and set boundaries in relationships (Cloitre et al., 1997).  This 
position has been expressed by other researchers who focus on CSA (Herman, 
1997; Pearlman & Courtois, 2005; Van der Kolk, Roth, Pelcovitz, Sunday, & 
Spinazzola, 2005). 
Types of Social Responses 
 If social support and the ability to form social bonds is in fact a protective 
factor following a sexual trauma, the quality and the perception of the social 
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support by the survivor is likely also salient. Social support is defined in the social 
psychology literature as “social interactions or relationships that provide 
individuals with actual assistance or with a feeling of attachment to a person or 
group that is perceived as loving or caring” (Hobfoll & Stokes, 1988, p. 499). 
Aspects of social support that have been shown to be relevant with respect to 
recovery following trauma include whether the support is perceived as positive or 
negative (Andrews et al., 2003), if the support is perceived as being available or if 
it is actually received by the survivor (Norris & Kaniasty, 1996), and finally 
whether the support is formal or informal (Borja et al., 2006). An understanding 
of what types of support are helpful and harmful for CSA survivors is relevant to 
determining which aspects of treatments for this population might result in more 
positive outcomes. 
Positive versus negative. The effects of social interactions on the 
likelihood of developing PTSD were explored by Andrews et al. (2003).   This 
longitudinal study of crime victims assessed gender differences in the effects of 
social support on PTSD at one and six month intervals following their assault  
(Andrews et al., 2003). Similarly to Berwin et al. (2000), results suggested that 
female gender predicted the level of PTSD symptoms at follow-up.  Andrews et 
al. (2003) found that gender moderated the effect of social support on symptoms 
of PTSD. The higher incidence of negative social responses reported by women 
following an assault accounted for the higher levels of PTSD in female crime 
victims.  Regardless of gender, negative social responses following the incident 
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were significantly predictive of higher levels of PTSD, but had a larger effect on 
women.  For women, measures of social support satisfaction significantly 
predicted lower levels of PTSD.  Findings suggest that negative social interactions 
mediate PTSD symptoms for both men and women within a month of the assault 
and for women only after six months.  Positive experiences of social support 
appear to moderate the severity of PTSD symptoms in women but not in men 
(Andrews et al., 2003).  These results suggest that the quality and type of social 
support received following a traumatic incident is particularly important for 
women and relates directly to their likelihood of developing PTSD. The weaker 
effects of positive social support in this study as compared to those found in 
Berwin et al. (2000) may be due to the sample composition, crime victims who 
volunteered to participate in a study of their opinions on crime and punishment, as 
well as insufficiently complex measures of social support. 
Zollner et al. (1999) offered another explanation for the varying effect 
sizes of social support, specifically differences in the operationalization of the 
term and failure to differentiate between negative social interactions and the 
absence of positive interactions.  The authors suggested that studies on quality of 
support rather than quantity of social interaction yield stronger effect sizes.  When 
female assault victims were assessed using measures of support quality at two 
weeks following their assault, the degree of interpersonal friction they reported 
was predictive of their PTSD symptoms at three months following their assault, 
whereas no significant effect of positive social support was found.  Additionally, 
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when initial PTSD and depression levels were statistically controlled, the measure 
of interpersonal friction was a better predictor of later PTSD symptom severity 
than was assault type (sexual versus nonsexual). This study helps to resolve the 
question of whether or not the relationship between social support and PTSD is 
merely a byproduct of the angry outbursts often associated with this diagnosis.  
The authors found no significant relationship between the participants’ level of 
expressed anger and PTSD symptoms and levels of social support. Other than 
limitations related to selection bias of participants, authors reported a correlation 
between study drop-out and symptom severity, suggesting that only the more 
well-adjusted of the participants completed the study (Zollner et al., 1999). While 
this study adds to the general consensus that negative reactions to victims 
following assault is related to victims developing PTSD, it remains unclear 
whether positive social interactions moderate PTSD symptoms.     
Received versus perceived. Similarly to Zollner et al. (1999), Norris and 
Kaniasty (1996) point to the importance of operationalizing social support and the 
differences between social support that is actually received by victims versus their 
perception of the availability of social support.  Norris and Kaniasty (1996) 
suggested that received social support consists of the actual assistance provided to 
the victim by others in times of need, whereas perceived social support reflects 
the victim’s beliefs about whether or not support would be provided in times of 
need.  In their study of victims of two hurricanes, the authors found that perceived 
social support was more able to act as a protective factor in times of stress than 
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was received social support and that long-term disaster exposure weakens 
individuals’ perceptions of available social support.  The authors suggest that 
stronger effects of perceived support are explained by the fact that it is a 
perception, and not a reality able to be negatively evaluated; whereas received 
social support may be provided at the wrong time, by the wrong person, and may 
be interpreted and evaluated by the victim (Norris & Kaniasty, 1996). 
 While it is largely agreed that perceived social support is more able to 
buffer the negative effects of trauma than is received social support  (Charvusta & 
Cloitre, 2007; Hyman, Gold, & Cott, 2003; Norris & Kaniasty, 1996), research is 
limited on what types of specific perceived social support are the most efficacious 
buffers in the development of psychological diagnoses following the experience 
of CSA.  One notable exception is Hyman et al.’s (2003) study in which 172 adult 
CSA survivors seeking treatment at an outpatient mental health clinic were 
assessed for PTSD as well as their beliefs about specific types of available social 
supports (perceived support).  The authors measured appraisal support, which 
focused on the availability of advice from others; tangible support, the availability 
of material resources; belonging support, the belief that one is a member of a peer 
group; and self-esteem support, the perception that others value the individual.  
The authors found that self-esteem and appraisal support accounted for 10.6% of 
the variance in PTSD symptoms.  The authors suggest that self-esteem support, 
the most influential predictor of PTSD symptoms, might offset feelings of guilt, 
self-blame, and worthlessness often experienced by survivors of sexual abuse.  
	  
	   17 
Unfortunately, because correlation was used in as the method of analysis, the 
cause and effect relationship between the variables is unclear (Hyman et al., 
2003).  
Formal versus informal. In a study of 115 female college students, Borja 
et al. (2006) found that formal and informal positive social support explained 49% 
of the variance in posttraumatic growth.  Informal responses were classified as 
reactions to disclosure of sexual trauma by friends, family members and romantic 
partners, whereas formal responses came from mental health providers and first 
responders (police, fire fighters, emergency workers).  Distress following a 
trauma was predicted by informal negative reactions but not by formal negative 
reactions (Borja et al., 2006). In other words, negative reactions from friends, 
family members and romantic partners had a negative impact on the distress 
experienced by survivors but negative reactions from counselors or first 
responders did not. Given the population sampled was healthy enough to engage 
in full-time academic work, the applicability of these findings to a more varied 
sample is questionable.  The authors found that social support also was related to 
posttraumatic growth, or positive change following a trauma, for survivors of 
sexual assault (Borja et al., 2006). Implications for this study remain ambiguous 
as the status of other group members as formal versus informal support providers 
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PTSD, Social Bonds, and Sexual Trauma 
Perhaps due to the focus within the clinical world on symptom reduction 
as a salient outcome measure, many studies have focused their research on 
specific diagnostic categories such as PTSD more so than on treatments for or 
symptoms experienced by a specific population such as sexual trauma survivors. 
Therefore, an overview of findings in the PTSD literature is essential in 
understanding research designs of studies of sexual trauma survivors as well as 
the symptoms that are targeted by current treatment protocols. Unfortunately, 
sexual trauma survivors, most frequently those with CSA, are often excluded 
from research focused on PTSD because they often fail to meet full criteria for 
PTSD. A brief review of the potential inclusion of a new diagnosis, Disorder of 
Extreme Stress-Not Otherwise Specified (DESNOS), commonly referred to as 
complex PTSD (Herman, 1992) will be presented as this descriptor is often more 
consistent with symptoms experienced by the CSA population.  
PTSD. The Diagnostic and Statistical Manual of Mental Disorders (4th 
ed., American Psychiatric Association, 2000) has listed a number of symptoms 
that are associated with the after effects of involvement in traumatic incidents and 
classified as PTSD. These symptoms include: fear, helplessness or horror; 
recurrent distressing images or thoughts of the event; intense psychological 
distress at exposure to cues that remind the individual of the event; persistent 
avoidance of feelings or situations that remind the individual of the event; and 
finally, persistent symptoms of increased arousal.  While initial studies suggested 
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PTSD was the typical response to a traumatic event, more recent works have 
explored the impact of risk and protective factors on the development of PTSD 
following a trauma (Andrews, Berwin, & Rose, 2003; Berwin et al., 2000; Briggs-
Phillips & Hobfoll, 2006; King, Taft, King, Hammond, & Stone, 2006; Naeem, 
Ayub, Masood, Gul, Kahlid, et al., (2011); Schumm, Zoellner, Foa, & Brigidi, 
1999; Ullman & Filipas, 2001; Yaeger, Himmelfarb, Cammack & Mintz, 2006).   
In a seminal meta-analysis, Berwin et al. (2000) calculated effect sizes for 
fourteen risk factors for the development of PTSD following a trauma occurring 
in adulthood in the general population.  After reviewing the data from 77 studies 
conducted between 1980 and 2000, the authors found a small correlation of r = 
.13 for females, suggesting being female was a significant risk factor for 
developing PTSD even when the type of trauma was held constant.  The strength 
of the correlation for women increased when childhood trauma, rather than 
exclusively adult trauma, was a variable in the study examined (r = .15 versus r = 
.08). While these correlations were statistically significant, they suggest only a 
weak relationship between being a female CSA survivor and developing PTSD. 
Conversely, lack of social support following the trauma had the highest 
correlation with developing PTSD (r = .4) followed by life stress after the trauma 
(r = .32) and trauma severity (r = .23).  History of child abuse also was a 
significant predictor of developing PTSD (r = .14) and had a stronger correlation 
than did history of other types of trauma occurring in adulthood.  Despite the 
value of culling effect sizes via meta-analysis, the authors pointed to several 
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limitations to the generalizability of their findings including the use of multiple 
classification systems for diagnosing PTSD as well as the limited number of 
studies in which a prospective rather than retrospective design was used (Berwin 
et al., 2000).  Regardless, findings suggest that lack of social support was the 
single strongest predictor of developing PTSD following a trauma.  
The type of social responses survivors receive following a sexual assault 
has been linked to the likelihood of developing PTSD (Berwin et al., 2000). 
Ullman and Filipas (2001) studied demographics, characteristics of the assault, 
post-assault social reactions, and incidence of PTSD in a sample of women who 
had been sexually assaulted in adulthood.  Findings suggested that while the 
availability of social support at the time of the assault was not related to outcome, 
women who received a negative reaction upon disclosing the assault to others 
were more likely to develop PTSD.  High measures of perceived life threat during 
the assault were also linked to the severity of PTSD symptoms, however negative 
social reactions were stronger predictors.  Telling more people about the assault, 
lower frequency of sexual abuse, as well as greater detail and depth in disclosure 
about the experience resulted in more positive social reactions from others. The 
strongest predictor of PTSD symptom severity was found to be receiving 
stigmatizing responses from others whereas severity of injury sustained during the 
attack and the presence of a relationship between the victim and offender were not 
significant predictors.  While perceived life threat has consistently predicted 
symptom severity across several studies (Berwin et al., 2000) and is a key 
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diagnostic criterion for PTSD (DSM-IV-TR, 2000), results of this study suggest 
that negative social reactions (B = .34) had a significantly greater effect on 
symptom severity than did perceived life threat (B = .17) (Ullman & Filipas, 
2001).  Results of this study point to the potential interpersonal and social effects 
of sexual trauma as well as the significance of the way a survivor perceives her 
interactions with others following the assault.  
Lifetime prevalence of trauma has been found to strongly predict PTSD 
as well as increased likelihood of further victimization and has been found to be 
associated with the ability to use social support (Cloitre, Scarvalone, Difede, 
1997; Schumm et al., 2006). When questionnaires were administered to 777 
women at reproductive health clinics, results suggested that women who reported 
a history of child abuse and adult rape had higher levels of PTSD then women 
reporting only child abuse or adult rape (Schumm et al., 2006).  An interaction 
effect was found for social support across levels of traumatic history.  A large 
effect was found for high social support predicting lower levels of PTSD when 
women had experienced both childhood and adult trauma.  Only small effect sizes 
were found for social support when a woman had reported no trauma, childhood 
abuse, or adult rape.  Unfortunately, women who experienced adult rape as well 
as child abuse were also 4.57 times more likely to report below average levels of 
social support.  These findings persisted even when controlling for number of 
children, income, employment status, and level of education (Schumm et al., 
2006). These results suggest that while social support may act as a protective 
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factor for developing PTSD in individuals with a higher lifetime history of 
trauma, these individuals are also the least likely to have a strong social support 
network.   
These findings were echoed by King et al. (2006) who examined the 
directionality of the association between social support and PTSD in 2249 male 
veterans of the Gulf War. The authors found that the interpersonal problems 
caused by PTSD symptoms (anger, irritability, withdrawal) resulted in smaller 
social support networks over time for veterans. Authors did not find support for 
the stress-buffering hypothesis that social support was a protective factor against 
developing PTSD.  The authors did note, however, that sample data did not take 
into account pretrauma social support or prior trauma history that may have made 
veterans both more likely to develop PTSD post deployment and have a smaller 
and less helpful social network (King et al., 2006).   
Complex PTSD. Research on people who have been exposed to long term 
stress or abuse, such as CSA or genocide have been shown to have a different 
profile of symptoms than those seen in individuals who are exposed to shorter 
term trauma (Cloitre, Courtois, Charvustra, Carapezza, Stolbach, et al., 2011). 
The diagnosis of disorders of extreme stress, not otherwise specified (DESNOS), 
more commonly referred to as complex PTSD evolved from the DSM-IV PTSD 
field trials which occurred from 1990 through 1992 in which researchers 
attempted to better organize and classify the diagnostic criteria for PTSD 
(Herman, 1992; Van der Kolk et al., 2005).  According to Van der Kolk et al. 
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(2005), DESNOS diagnostic criteria attempts to address the range of symptoms 
common to survivors of interpersonal traumas that are not addressed in the 
diagnostic criteria for PTSD including alteration in regulation of affect and 
impulses, alterations in attention or consciousness, somatization, alterations in 
self-perception, alterations in perception of the perpetrator, alterations in relations 
with others and alterations in systems of meaning.  While the field trial findings 
suggested that only a very small percentage of participants met criteria for 
DESNOS only without the presence of PTSD, later studies suggested that 
DESNOS might be more prevalent.  The field trial results suggested that onset of 
abuse prior to age fourteen was more predictive of DESNOS than was later abuse.  
Results suggested that earlier age of exposure as well as longer length of exposure 
to interpersonal trauma was predictive of DESNOS diagnosis. Additionally the 
authors suggested that exclusion of individuals with comorbid Axis I and II 
diagnoses from PTSD studies limits ability to find effective treatments for CSA 
survivors who often have comorbid diagnoses.  The authors suggest a focus on 
emotion regulation, disassociation, and interpersonal relationships prior to 
exposure treatment for individuals who display symptoms of DESNOS (Van der 
Kolk et al., 2005). 
In a recent survey of experts that sought to better define best practices for 
the treatment of complex PTSD, Cloitre et al. (2011) found that 84% of those 
surveyed endorsed a phase based approach to treatment in which interventions 
were tailored to the specific trauma survivor. Most of the experts surveyed agreed 
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that emotion regulation strategies, narration of trauma memory, cognitive 
restructuring, anxiety and stress management, and interpersonal skills should all 
be included as first line interventions for persons with complex PTSD. These 
experts also agreed that the prolonged exposure and memory processing that is 
typically used to treat those with PTSD was inappropriate for those with complex 
PTSD. While experts in this study appeared to favor individual treatment for 
processing of trauma memories as the first phase of treatment for those with 
complex PTSD, group treatment was endorsed as a safe and effective second 
phase approach for those with complex PTSD (Cloitre et al., 2011).  
Treatment for Trauma Survivors 
Perhaps due to difficulty of measurement and control, much of the 
research available on treatments for trauma survivors is focused on individual 
therapies.  Additionally, therapeutic modalities that are easily manualized such as 
cognitive behavioral treatment often yield larger effect sizes when compared to 
other therapies and are more likely to be used in research than other therapy 
modalities (Lambert, 2004).  Despite the large body of research indicating social 
bonds are salient as both risk and protective factors following a sexual trauma, 
few of the treatment outcome studies have included social or interpersonal 
variables.  Notable exceptions include studies by Cloitre, Koenen, Cohen, and 
Han (2002) and Alexander, Niemeyer, Follette, Moorse, and Harter (1989). One 
area of outcome research in which social variables are considered salient is in the 
context of the therapeutic relationship. Due to the limitations of most treatment 
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studies for trauma victims regarding using interpersonal variables as outcome 
measures, the small body of literature addressing the importance of the 
therapeutic relationship with regards to outcome will be presented.  No treatment 
studies could be located regarding the therapeutic relationship specific to work 
with trauma survivors. This section will also review a variety of individual 
treatments for trauma survivors as well as group treatments.   
Individual Therapy. 
For assault survivors who meet criteria for PTSD, the most efficacious 
forms of treatment in terms of symptom reduction appear to include some 
component of exposure to the traumatic memories that is encompassed under the 
cognitive-behavioral therapy modalities (Foa, Dancu, Hembree, Jaycok, 
Meadows, & Street, 1999; Foa, Rothbaum, Riggs, & Murdock, 1991; Foa, 
Zoellener, & Feeney, 2006).  When Foa et al. (1999) compared prolonged 
exposure, stress inoculation training, and their combination in the treatment of 96 
female assault victims who met criteria for PTSD, prolonged exposure was the 
most effective in reducing symptoms of PTSD, depression and anxiety and 
resulted in the highest number of participants moving into clinically improved end 
state functioning.  The authors point to a higher number of dropouts in the 
conditions containing stress inoculation training, which they believe may have 
been due to these participants improvements in functioning to the extent they no 
longer required treatment or doing so poorly that they were unable to continue 
(Foa et al., 1999).   Due to significant differences in dropout rates from group to 
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group, results of this study must be interpreted with caution.  It is also interesting 
to consider whether group treatments could be considered a type of exposure 
intervention for those whose symptoms of PTSD include avoidance of social 
relationships and groups of people.  
When symptom reduction is used as the outcome measure, cognitive and 
behavioral treatments have shown significant promise in the treatment of PTSD 
(Foa, Zoellener, & Feeney, 2006).  In Foa et al. (2006), 90 female, recent 
survivors of assault who met criteria for a diagnosis of PTSD were assigned to 
one of three conditions: Brief Cognitive Behavioral Intervention (B-CBT), 
assessment condition (AC), or supportive counseling (SC).  The B-CBT 
intervention involved four weekly, two-hour meetings in which cognitive 
behavioral interventions (education about normal reactions to assault, breathing 
and relaxation training, imaginal exposure, in vivo exposure and cognitive 
restructuring) were administered by the clinician. The AC condition served as a 
contact control condition and the SC condition involved meetings in which the 
clinician participated in active listening.  Authors hypothesized that B-CBT would 
yield better outcomes than SC or AC.  Findings indicated that B-CBT and AC did 
not differ in symptom reduction experienced by participants at any assessment 
point, however B-CBT did show significantly more reduction in symptoms than 
SC at post-intervention assessment and at three month follow up.  Differences 
between the efficacy of B-CBT and SC disappeared by the 6-month follow up 
(Foa et al., 2006).  
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While Foa et al. (2006) did not find full support for their initial hypothesis, 
the authors cited the meaningfulness of a faster symptom relief to those suffering 
from PTSD.  The previous review of literature surrounding the importance of 
social bonds may lead to the conclusion that Foa et al. (2006) failed to assess for 
this potent factor linked to growth and recovery from trauma.  It is possible that 
both treatments were equally effective at bolstering the participants’ engagement 
in social relationships, more so than the assessment condition, and that since 
neither B-CBT nor SC was specifically focused on this outcome measure, the 
differences for the effects of the two treatment conditions were no longer present 
at six month follow up.   
Tarrier et al. (2000) suggested that while cognitive behavioral approaches 
have shown significant improvements in PTSD symptoms, there is no proof that 
any one approach is more effective than another.  The authors predicted that 
patients assigned to either the cognitive therapy condition (CT) or the imaginal 
exposure condition (IE) would show the same level of symptom reduction at post-
treatment and follow-up.  Rather than efficacy of treatment, authors sought to 
determine what client characteristics impacted outcome.  The authors conducted a 
randomized, controlled trial of 62 participants referred from primary and 
secondary care facilities and volunteer services like victims assistance. Treatment 
consisted of 16 weeks of 1-hour duration over 112 days of manualized CT or IE.  
Assessments were conducted at post-treatment and at six-month follow-up.  
Authors utilized an extensive testing battery to measure both symptom severity 
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and client variables.  Authors found that per their hypothesis, treatment type (CT 
v. IE) was not significantly associated with treatment outcome.  The two strongest 
client variable predictors of treatment outcome were found to be the number of 
missed sessions and duration in therapy.  According to the authors, these variables 
“are proxy markers that reflect a patient’s avoidance of therapy through irregular 
attendance” (p. 200). This study supports earlier findings that cognitive and 
behavioral treatments are effective in reducing PTSD symptoms, and that the 
specific type of cognitive or behavioral treatment is not significant.  Findings also 
suggest that the strongest predictor of treatment outcome is whether the treatment 
program is adhered to (Tarrier et al., 2000).  Similarly to the interpretation of Foa 
et al. (2006), the finding that the number of missed sessions and duration in 
therapy were most related to treatment outcome may be indicative of the 
importance of an unmeasured third variable, social bond. From a working alliance 
perspective, missing sessions and terminating treatment early may be indicative of 
poor ability or inability to form social bonds (Charuvastra & Cloitre, 2008).   
While CBT treatments have been shown to be effective in reducing 
symptoms in individuals diagnosed with PTSD, most outcome studies fail to 
explore impact of treatment on variables other than PTSD such as improved 
interpersonal relationships and quality of life.  Additionally, due to differences in 
diagnosis (i.e., DESNOS versus PTSD), those suffering from the effects of 
childhood sexual abuse may benefit from different types of individual 
interventions.   
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 In their review of the literature, Martsolf and Draucker (2005) located 26 
outcome studies on treatment for survivors of sexual abuse published between 
1986 and 2002.  Interestingly, for the specific population of CSA survivors the 
authors found that more studies focused on group treatments as compared to the 
broader body of trauma research in which studies of individual treatments are 
most often conducted.  After reviewing the available research, the authors were 
unable to identify a clear difference between the efficacy of any one treatment 
modality but indicated that abuse focused psychotherapy was shown to be 
beneficial for CSA survivors.  The authors pointed to several problems with the 
research studies that made more specific conclusions difficult to draw.  These 
limitations include the lack of random assignment to groups, the reliance on client 
self-report instruments, the lack of longitudinal studies lasting more than 12 
months post-treatment, varied exclusion criteria and lack of reporting 
pretreatment differences between groups or diagnosis.  The authors suggest future 
research should include further exploration of the relationship between the 
therapeutic alliance and outcome, client and therapist factors, including measures 
of clinically significant improvement rather than strictly statistical significance, 
and the exploring the effects of group composition (i.e., types of diagnoses of 
members, gender, etc.) on outcome (Martsolf, & Draucker, 2005).   
 In a 2010 meta-analysis of the effects of psychotherapy with adults 
sexually abused in childhood, Taylor and Harvey found that effect sizes for 
symptom reduction were generally consistent across the 44 studies they analyzed. 
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Authors reported moderate effect sizes for PTSD symptoms, internalizing 
symptoms, externalizing symptoms, self-esteem and global functioning. Authors 
found inconsistent effect size in studies that measured interpersonal functioning. 
The authors included 28 group treatments in their meta-analysis but “there was no 
evidence to support the improved effectiveness of group interventions for any of 
the six outcomes measured” when compared to individual treatments (Taylor & 
Harvey, 2010, p. 761). Authors suggested that future research include information 
on client characteristics other than age and gender as well as characteristics of 
abuse and revictimization as group differences may account for variation in 
efficacy and have implications for matching treatment with client. 
In order to address the symptoms often seen in sexual trauma survivors 
including difficulty regulating affect and problematic interpersonal relationships, 
Cloitre, Koenen, Cohen, and Han (2002) tested a two phase treatment approach 
similar to that used in Foa et al. (1999) in which stress inoculation training was 
included as a component of treatment along with prolonged exposure.  Cloitre et 
al. (2002) highlighted the fact that CSA survivors may not have the skills 
necessary to participate in the highly charged exposure treatment, specifically due 
to chronic issues with trusting others, the therapist in this case, and with managing 
intense emotions. Cloitre et al. (2002) sought to present the skills training 
component separately and over a longer time frame which they contended would 
enable participants to more fully learn the interpersonal and affect management 
skills without the added burden of concurrent exposure treatments.  In this study, 
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the authors also monitored the therapeutic relationship using the Working 
Alliance Inventory throughout the skills training component and also during the 
exposure component.  Findings suggested that individuals who were able to 
develop a strong working alliance with the therapist as well as become better 
equipped to regulate negative affect were most likely to report a reduction in their 
PTSD symptoms during the second phase of treatment.  Similarly, increases in 
interpersonal skills and social support were also related to later reductions in 
symptoms of PTSD.  According to the authors, their results provide support for 
the assertion that emotional processing of trauma memories is possible for victims 
of CSA provided a network of social support and appropriate coping skills is 
present beforehand (Cloitre et al., 2002).  The generalizability of the results of this 
study to the “typical” CSA survivor is questionable given the authors choice to 
exclude individuals with a diagnosis of Borderline Personality Disorder, comorbid 
substance abuse, or recent suicide attempts.  Additionally, the authors used a 
minimal attention wait list as their no treatment control group, and no other 
comparison groups were used.  The fact that significant differences were found in 
the outcomes for those receiving treatment and those not receiving treatment is 
not in and of itself a significant finding, as a large body of research supports the 
notion that almost any therapy will have stronger effects on outcome than no 
therapy at all (Lambert, 2004).  
The therapeutic relationship. The relationship between clients and their 
therapists has been found to be predictive of positive outcomes in psychotherapy 
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(Eaton, Abels, & Gutfreund, 1988; Martin, Garske, & Davis; 2000).  In a recent 
meta-analysis of 79 studies of the therapeutic relationship, a moderate relationship 
was found with therapy outcome (Martin et al., 2000).  According to Stiles et al. 
(1998), “Forming and maintaining a relationship characterized by bond, 
partnership, confidence, openness and initiative could plausibly be considered a 
positive outcome as well as a means of psychological treatment” (p. 800).  
Several studies have cited the special importance of the therapeutic relationship, 
as both treatment and outcome, for survivors of CSA and ASA (Charuvastra & 
Cloitre, 2008; Cloitre et al., 2002; Martsolf & Draucker, 2005).  Despite the 
acknowledged importance of the therapeutic relationship for this population, no 
studies of the therapeutic relationship in treatment of trauma survivors could be 
located.  At this point in the literature, no published studies were found that 
investigated the therapeutic relationship in the context of group therapy.  While 
the literature specific to sexual trauma survivors is limited, a review of the general 
research on therapeutic relationship and outcome is warranted due to the 
importance of interpersonal relationships in healing from trauma as cited in the 
literature on social bonds reviewed above (Berwin et al., 2000; Cloitre et al., 
1997; Gibson & Hartshorne, 1996; Lundqvist et al., 2004; Schumm et al. 2006; 
Ullman & Filipas 2001; Zollner et al., 1999).   
 A general consensus in common factors research has pointed to the 
importance of a strong working alliance for positive therapy outcome as measured 
by symptom reduction, and that the strength of the therapeutic relationship is a 
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stronger predictor of outcome than is theoretical approach employed by the 
therapist (Lambert, 2004). As part of the second Sheffield Psychotherapy Project, 
researchers sought to clarify which specific aspects of therapeutic alliance were 
correlated with psychotherapy outcome (Stiles, Agnew-Davies, Hardy, Barkham, 
& Shapiro, 1998).  Seventy-nine clients seeking treatment for depression were 
divided into one of four treatment groups, 8 sessions or 16 sessions of therapy 
using either cognitive behavioral or psychodynamic-interpersonal therapy.  Using 
the Agnew Relationship Measure (ARM), 79 clients and their 5 individual 
therapists completed weekly ratings of therapeutic alliance throughout the course 
of treatment as well as at 6 month and one year follow-up.  Results suggested that 
the quality of the therapeutic alliance was correlated with positive change on 
outcome measures, and that client ratings of alliance were able to predict positive 
outcome at a similar rate as were therapist ratings.  Therapists’ ratings of alliance 
were better able to predict client scores on the inventory of interpersonal problems 
(IIP) than were client ratings (Stiles et al., 1998). 
 While alliance has been demonstrated to be important, it is unclear which 
client and therapist factors contribute to the ability to form a strong working 
alliance.  Recent findings suggest that while client scores on the IIP can be 
indicative of the ability to form an alliance, therapist ratings of alliance were 
found to be uncorrelated with outcome (Dinger, Strack, Leichsenring, & 
Schauenburg, 2007).  Researchers speculated that these findings may be due to 
the use of client global severity ratings as an outcome measure, and also the fact 
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that many of the participants in the study were engaged in inpatient settings in 
which contact with other patients and staff, as well as engagement in group 
therapies, may have mediated the effects of therapist interpersonal problems 
(Dinger et al., 2007). 
 Several studies have highlighted the impact of patient pretreatment 
variables in the formation of an alliance and subsequent psychotherapy outcome 
(Eaton et al., 1988; Muran, Segal, Samtag, & Crawford, 1994). Eaton et al. (1988) 
found that higher pretreatment symptomatology was related to increases in 
negative alliance, or transference, but that this was unrelated to outcome.  Muran 
et al. (1994) predicted that clients’ specific interpersonal problems such as 
hostility and dominance would lead to lower rates of therapeutic alliance, 
however this hypothesis was not supported by the data.  Results suggested 
individuals who reported difficulty being assertive and those who were overly 
nurturant or exploitable scored higher on the total alliance, task agreement, and 
goal agreement facets of the Working Alliance Inventory (WAI).  The authors 
suggest that the task agreement and goal agreement subscales of WAI may not be 
measuring alliance, and pointed to the finding that the bond development subscale 
was not significantly related to interpersonal problems (Muran et al., 1994).  
These findings suggest that focus on interpreting the bond development subscale 
of the WAI in future studies may be warranted.   
 Research on the therapeutic alliance has not yet evolved to the level of 
specificity of studying the relative importance of the alliance in the treatment of 
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clients’ varying presenting problems. The review of the literature on therapeutic 
alliance suggests that the bond subscale of the WAI may be better able to predict 
outcome than the task and goal agreement facets (Muran et al., 1994).  If the 
ability for the therapist and client to form an interpersonal bond has been found to 
be predictive of positive treatment outcomes over and above the type of therapy 
modality employed in session (Lambert, 2004), it stands to reason that a group 
treatment format in which the opportunity to form bonds with other individuals 
struggling with similar problems may also be related to positive outcomes.   
Group Treatments 
While individual treatments have been shown to be effective in treating 
symptoms of trauma, groups are thought to counteract the sense of shame and 
secrecy associated with childhood sexual trauma (Herman, 1997; Mendelsohn, 
Zachary, & Harney, 2007; Parker, Fourt, Langmuir, Dalton, & Classen, 2007).  
According to Mendelsohn et al. (2007), while individual treatment is an important 
component of healing from trauma, groups offer additional support that individual 
treatment cannot.  
Groups provide survivors with experiences of community that counteract 
their isolation and enable them to connect with sources of resilience within 
themselves and others . . . They serve as a microcosm in which survivors 
can rework problems associated with their traumatic past within a safe and 
structured relational network.  The norms of the group stand in sharp 
contrast to those of the original abusive relationships and provide a 
framework within which survivors can learn to value themselves and their 
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These authors suggest that positive group experiences empower women to seek 
out such compassionate relationships with others outside of group and serve as 
“an ecological bridge to new community” (p. 228). 
Robertson et al. (2004) suggested that group treatment is more effective 
than individual treatment with regards to addressing the disruption of 
interpersonal and social functioning associated with PTSD.   
Group therapy is suited to addressing the impact of PTSD on an 
individual’s relationship with others, as the modality provides the 
opportunity for social support, social reintegration, and interpersonal 
learning . . . Group therapy has been identified as a worthwhile 
intervention for PTSD in populations such as Vietnam Veterans and 
childhood abuse survivor (Robertson et al., 2004, p.148).  
 
The assertions presented in Robertson et al. (2004) regarding the curative 
factors of group treatment for this population are supported by data from Bradley 
and Davino (2007), a qualitative study of women’s experiences of the Women 
Recovering from Abuse Program (WRAP), an intensive group treatment program 
for child maltreatment.  Interviews with participants revealed several main themes 
including breaking trauma based patterns, doing therapy, and the concept of a 
continuous healing journey.  Women identified the importance of becoming more 
connected to others, changing beliefs about themselves as well as recognizing that 
the abuse was not their fault as important to breaking trauma-based patterns.  
Under the theme of doing therapy, women most commonly discussed their 
experiences in gaining an understanding of group structure and implicit norms 
and also identified struggling with understanding the rationale for more 
challenging group activities.  Women identified their commitment to change and 
	  
	   37 
new awareness in their own roles in continuing to reenact trauma patterns in 
interpersonal relationships as part of their continuing healing journey.  The 
women interviewed in the study also noted that their experience with WRAP 
empowered them to continue to incorporate self-care activities into their lives 
after the group.  Authors interpreted these qualitative findings as evidence for the 
efficacy of relationally focused, empowerment based treatment groups, and 
suggested future research include measures of enhanced ability to access 
resources as an outcome measure (Bradley & Davino, 2007).  
While the focus of trauma groups may vary and ranges from structured 
psychoeducational symptom reduction groups to unstructured interpersonal 
process groups, quantitatative studies of group treatments for trauma point to the 
efficacy of group treatments regardless of their structure or focus for the sexual 
trauma survivor population (Dorrepaal, Thomaes, Smit, Balkom, van Dyck et al., 
2010; Dunn et al., 2007; Lubin, Loris, Burt, Johnson, 1998; Tourigny & Herbert, 
2007).   Studies of groups using cognitive and behavioral techniques similar to 
those found efficacious in individual formats have produced similar results in 
group settings (Lubin et al., 1998).  Lubin et al. (1998) pointed to the “benefit” of 
needing little group cohesion to view effects of treatment, however whether or not 
more benefit would be seen with more focus on group cohesion is unclear. The 
authors did not include a control group in their study.  In studies comparing 
individual to group treatments using the same manualized CBT treatment 
approaches, results often suggest effects of individual treatment are 
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indistinguishable from group (Burlingame, MacKenzie, & Strauss, 2004).  
However, it is important to differentiate between manualized, individual 
treatments offered in a group setting and group therapy, in which group process is 
used by leaders to facilitate treatment. Unfortunately, individual treatments 
offered in a group setting appear to dominate the literature comparing group to 
individual treatment. This comparison is not the same a comparing an individual 
therapy to true group therapy, in which group process is used by leaders to 
facilitate treatment. Because authors operationalize what qualifies as a group 
therapy in very different ways, the results of Lubin (1998) and other similar 
studies remain difficult to interpret.  
In studies in which multiple forms of psychoeducational or manualized 
group therapy are compared, results often fail to reveal a difference in outcome 
between the group treatment formats (Dunn et al., 2007).   Dunn et al. (2007) 
conducted a study in which 101 male veterans who met criteria for both major 
depressive disorder and PTSD were randomly assigned to either the self-
management therapy (SMT) group or the active-control therapy (ACT) group.  
The SMT condition consisted of 16 weeks of one and a half hour weekly group 
sessions of manualized self-management therapy.  Participants in the SMT 
condition were given educational presentations on depression and participated in 
cognitive behaviorally informed group discussion, exercises targeted at 
solidifying concepts and weekly homework assignments related to self-
monitoring behaviors.  The ACT condition consisted of 16 weeks of one and a 
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half hour weekly psychoeducational group sessions.  Participants in the ACT 
condition received psychoeducational materials about PTSD and depression but 
received no instruction on behavior change.  The primary outcome measures were 
self-report and clinician administered scales of PTSD and depression symptoms. 
Dunn et al. (2007) hypothesized that the participants in the SMT condition would 
show decreases in both PTSD and depressive symptoms and decreased service 
utilization and cost over time.  Results showed that participants in both the ACT 
and the SMT conditions experienced symptom reduction yet SMT did not yield 
significantly more symptom reduction than ACT.  Authors found that both groups 
were rated highly by participants in terms of helpfulness and group environment 
(Dunn et al., 2007). Since both groups were manualized and psychoeducational in 
nature, it is unknown to what extent that group process was a focus of the group 
and used by leaders as a primary intervention and change strategy.   
Several studies similar to Dunn et al. have demonstrated positive effects of 
group treatments on symptom reduction outcome variables (Dorrepaal et al., 
2010; Lubin, Loris, Burt, & Johnson, 1998; Lundqvist, Svedin, Hansson, & 
Broman, 2006; Payne, Liebling-Kalfani, & Joseph, 2007; Tourigny & Herbert, 
2007; Zlotnick, Shea, Rosen, Simpson, & Ulrein et al., 1997). It is possible that 
the lack of statistical difference found between the two group treatments studied 
in Dunn et al. (2007) is explained by the fact that the positive effect of group 
interaction was responsible for symptom reduction.  Unfortunately, no measure of 
social bonding, or support was included in this study. If social support, social 
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reintegration and interpersonal learning described by Robertson et al. (2004) 
occur in all group settings, finding no statistical difference between the two 
psychoeducational groups on outcome measures in Dunn et al. (2007) would be 
expected as both group treatments have a positive impact on the unmeasured third 
variable of social support.  
 Despite the apparent salience of this topic, only a single randomized 
control study of sexual trauma survivors in which process and psychoeducational 
group treatments were compared could be located (Alexander, Niemeyer, Follette, 
Moorse, & Harter, 1989). Alexander et al. followed 65 women with incest 
histories who were randomly assigned to a 10-week interpersonal transaction 
group, a process group, or a no treatment wait list condition.  The interpersonal 
transaction group was psychoeducational in nature with members discussing 
leader-generated topics in dyads and then in a group.  Assessments of depression, 
social adjustment and general psychopathology were given at pretreatment, a 
termination and at six-month follow-up.  Results suggested that both group 
treatments were more effective than no treatment control with regards to 
decreasing symptoms, and that symptom reduction was maintained at six-month 
follow up.  While no differences were present between groups on measures of 
psychological symptoms, results indicated that the participants in the process 
group experienced statistically significant increases in social functioning 
compared to the interpersonal transaction group.  The authors explained the 
results in the following way:  
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The unstructured nature of the process group format [that] more closely 
mirrored the diversity and ambiguity of interactions with which group 
members were confronted outside of the sessions.  Therefore, the skills 
that were developed in the course of therapy in this condition may have  
generalized more readily to other types of social interactions (Alexander et 
al., 1989, p. 109).  
 
Classen, Koopman, Nevill-Manning, and Spiegel (2001) sought to expand 
on findings from the randomized controlled trials of Alexander et al. (1989) and 
Zlotnick et al. (1997) by examining differences in outcome for trauma focused 
versus non trauma focused group therapies.  Unfortunately, due to the absence of 
a large effect size the authors’ small n, sample size was insufficient to detect 
differences between the two active treatments.  Despite the lack of statistical 
power to extend the Alexander et al. (1989) findings with additional analyses, the 
sample size was sufficient to confirm previous studies results of significant 
differences between treatment and no treatment control.   
 Several studies have sought to extend findings of Zlotnick et al. (1997) by 
including patients with Axis II diagnoses with varying results (Cloitre & Koenen, 
2001; Dorrepaal et al., 2010). Dorrepall et al. tested a psychoeducational 
stabilizing group protocol designed for patients with complex PTSD versus a 
“supportive counseling” group treatment as usual for 36 female CSA survivors. 
The authors reported large effect sizes for symptom reduction in completers, but 
noted a considerable attrition rate of 33%, suggesting that even a somewhat more 
benign psyhoeducational approach to trauma treatment may be more than some 
participants can handle. Authors contend that their results are indicative of the  
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ability to include borderline patients in group treatments for CSA survivors and 
still obtain clinically meaningful results (Dorrepaal et al., 2010).   
Cloitre and Koenen (2001) studied the effects of interpersonal process 
group treatment in groups with and without members diagnosed with Borderline 
Personality Disorder and a no treatment control group.  Results confirmed 
findings of previous studies that interpersonal process groups can be effective at 
reducing symptoms of PTSD (Alexander et al., 1989).  However, unlike the 
findings of Dorrepaal et al. (2010), Cloitre and Koenen (2001) found that while 
significant treatment effects were found in groups in which no clients diagnosed 
with borderline personality disorder were present, groups that included 
individuals with this diagnosis were not found to have significant effects of 
treatment.  The authors hypothesized that the anger and volatility of the borderline 
group members acted as a contagion and limited the non-borderline members 
from accessing the potential effects of the treatment (Cloitre & Koenen, 2001).  
This study highlights the difficulty experienced by researchers who may wish to 
maximize the external validity of their research by including a heterogeneous 
group of participants. Based on the conflicting findings of Cloitre and Koenen 
(2001) and Dorepaal et al. (2010), it is unclear whether including patients with an 
Axis II diagnosis in an attempt to maximize external validity may affect the 
ability to isolate the potent ingredients of treatment, yielding a smaller effect size 
and increased likelihood of Type II error as a result. 
  
	  
	   43 
While most research studies for this population assess outcomes of closed 
group treatments for sexual trauma survivors, this strong focus on closed groups 
fails to reflect the proliferation of open groups for sexual trauma survivors 
available to the community. One study comparing open and closed group 
treatments for CSA survivors was located, however the study participants were 
juveniles and thus the generalizability of the findings to adult sexual trauma  
survivors is questionable. Tourigny and Herbert (2007) assessed the level of 
anxiety, depression, PTSD, sexual, dissociative, behavioral, self-harm, and anger 
symptoms in 55 adolescent CSA survivors.  Coping strategies and level of 
empowerment were also assessed.  The authors found that symptom reduction 
was consistent across treatment type.  
The open group intervention can be seen as efficient as a closed group 
intervention while presenting the advantage of being easier to implement 
and maintain, especially in settings where the number of potential 
participants is low (Tourigny & Herbert, 2007, p. 345).   
 
The authors note other benefits of open groups, including reducing wait time for 
entry of new members and addressing issues of drop out prevalent in CSA group 
treatments.  
Summary and Statement of the Problem 
 Regardless of the theoretical explanation (stress buffering hypothesis, 
attachment theory, object relations), research results have clearly indicated that a 
relationship exists between social variables and risk for and recovery from 
disorders of extreme stress (Borja et al., 2006; Charuvastra & Cloitre, 2008; Ford 
et al., 1997; Hyman et al., 2003; Kernhof et al., 2008; Lyons et al., 1998; Norris & 
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Kanisty, 1996; Pearlman & Courtois, 2005). Despite the large body of research 
indicating that social bonds are salient as both risk and protective factors 
following a sexual trauma, most previous studies of survivors have failed to 
assess social or interpersonal relationships as an outcome measure.  
Several studies and meta-analyses of research findings on PTSD suggest 
being female, reporting low levels of social support, perceiving negative social 
reactions following a sexual assault, and having experienced childhood sexual 
abuse are risk factors for developing PTSD as an adult (Andrews et al., 2003; 
Berwin et al., 2000; Briggs-Phillips & Hobfoll, 2006; Schumm et al., 1999; 
Ullman & Filipas, 2001).  Lifetime prevalence of trauma has been found to 
strongly predict PTSD as well as increased likelihood of further victimization, and 
even those who seek therapy have a smaller and less helpful social network and 
lower levels of functional social support than do clients without a sexual trauma 
history (Cloitre et al., 1997; Gibson & Hartshorne, 1996; Schumm et al., 2006). 
Conversely, research suggests the ability to have trusting interpersonal 
relationships is predictive of post-traumatic resilience (Bradley & Davino, 2007). 
These findings suggest that while social support may act as a protective factor for 
developing PTSD in individuals with a higher lifetime history of trauma, these 
individuals are also less likely to have a strong social support network. 
The bulk of treatment outcome studies related to trauma use individual 
treatments conducted with manualized cognitive behavioral type interventions 
that show effectiveness when outcome is focused on immediate symptom 
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reduction (Foa et al., 1991; Foa et al., 1999; Foa et al., 2006).  However, authors 
have argued that a focus on emotion regulation, disassociation, and interpersonal 
relationships prior to exposure treatment for individuals who display symptoms of 
complex PTSD or DESNOS has failed to occur in most outcome studies leading 
to non-significant results that may have subsequently limited the availability of 
effective treatment of this population (Van der Kolk et al., 2005). While research 
on individual therapy has demonstrated efficacy with regards to symptom 
reduction, findings also suggest that individual therapy alone is not sufficient in 
terms of social support and interaction (Gibson & Hartshorne, 1996). Authors 
have suggested that group therapy may be especially effective at improving the 
quality of life for individuals with a history of sexual trauma due to the ability of 
group to counteract the sense of shame and secrecy associated with the experience 
as well as providing a safe framework for rebuilding social bonds and trust broken 
in childhood (Herman, 1997; Mendelsohn et al., 2007; Parker et al., 2007).   
While the number of outcome studies focusing on treatment for adult 
survivors of sexual trauma has increased in recent years, several problems with 
the literature persist. Despite the abundance of studies suggesting the salience of 
interpersonal relationships and social bonds in recovering and thriving following 
sexual trauma, surprisingly few have included interpersonal functioning as an 
outcome measure.  Restrictive inclusion and exclusion criteria, which includes 
requiring a single or primary diagnosis of PTSD rather than including complex 
PTSD or DESNOS criteria, and excluding clients with comorbid addiction and 
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Axis II diagnoses, have resulted in limited generalizability of research findings to 
the adult CSA survivor population who are unlikely to meet inclusion criteria. 
Likely due to the methodological difficulties inherent in studying less structured 
forms of treatment (Lambert, 2004), studies of group treatments for trauma 
survivors are often either manualized individual treatments conducted in a group 
setting or methodologically compromised single group or small n designs.  Other 
than Alexander et al. (1989), no studies comparing psychoeducational and process 
group treatments for sexual trauma survivors were located. While Alexander et al. 
(1989) did compare psychoeducational and process group treatments and included 
an interpersonal outcome measure, the pre-and post-treatment measurement 
points of the study fail to capture the session to session change that likely takes 
place in levels of interpersonal trust and symptom severity.  
Based on the review of the literature, a study of the effects of group 
treatment models on symptom reduction and the ability to form interpersonal 
relationships over time for adult survivors of sexual trauma was warranted and it 
seemed appropriate as the ‘next step’ in advancing the science in this area. Table 
1 presents an overview of the hypotheses and the research question that were 
addressed in the current study. Measures and hypotheses are discussed in depth in 
Chapter 2.  
Research Questions and Hypotheses   
 Research on social bonds and subsequent recovery following a trauma 
suggests that the absence of social bonds or interpersonal support is harmful and 
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the presence of this support may be helpful (Berwin et al., 2000; Cloitre et al. 
1997; Briggs-Phillips & Hobfoll, 2006; Gibson & Hartshorne, 1996; Schumm et 
al., 1999; Ullman & Filipas, 2001).  Therefore the hypothesis that the ability to 
form social bonds in group treatment will predict symptom reduction was tested 
for the sample as a whole.  Because of the lack of research on the session to 
session change in alliance and symptom severity for individuals engaged in group 
treatment in general, it is unclear what pattern of change may occur in a group 
that is more focused on process compared with a group that is less process 
focused and more psychoeducational in nature. For this reason, the hypothesis 
that there is a significant difference in the pattern of improvement in symptom 
severity and ability to form interpersonal bonds in group treatment based on type 
of group treatment was tested. Based on the findings of Alexander et al. (1989) 
when comparing more process focused groups to those that were more 
psychoeducational in nature and on the social bonds literature (Chavustra & 
Cloitre, 2008), it was expected that individuals with more capacity to form social 
bonds would be more able to benefit from group treatment. Therefore, the 
hypothesis that patterns of improvement in group treatment is significantly 
different based on ability to form social bonds was tested. It was expected that 
those with the greatest ability to form social bonds would have the greatest 
improvements in functioning. Only one study could be located that addressed the 
differences in outcome in open versus closed groups four sexual trauma survivors 
(Tourigny & Herbert, 2007). Therefore, a single research question, whether or not 
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there is a difference in outcome between clients in open group treatments 
compared to those in closed groups, was investigated (Table 1).  
Table 1 
Hypotheses and Research Question for the Study  
Hypothesis Measures Statistical Tests 
1. Patterns of 
improvement in group 
treatment will be 
significantly different 
based on ability to form 
social bonds. Those with 
greatest ability to form 
social bonds will have the 




45) scores as measured at 
session 1-10 was used as 






esteem scale (ISEL-S) 
score (Low, medium and 




This hypothesis was 
tested using profile 
analysis and planned 
comparisons.  
2. The ability to form 





The ISEL-S pretreatment 
score were the predictor.  
The OQ-45 and PTSD 
Checklist-Civilian (PCL-
C) score at termination 




severity variables (OQ-45 
and PCL-C) was 
controlled for by first 
entry into two separate 
hierarchical linear 
regressions. 
The first hierarchical 
linear regression used the 
PCL-C as the outcome 
variable.  
The second hierarchical 
linear regression used the 
OQ-45 as the outcome 
variable. 
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3. Patterns of 
improvement (symptom 
severity and ability to 
form interpersonal bonds) 
in group treatment will be 
significantly different 
based on type of group 
treatment.  
Members of more 
process oriented groups 
will show greater 
improvements in 
interpersonal functioning 
and symptom severity 
over time than members 




The Working Alliance 
Inventory Bonds subscale 
(WAI-B), the ISEL-S, 
and OQ-45 (total score) 
scores as measured at 
session 1-10 were used as 
the DVs. 
 
The type of therapy (Low 
process, medium process, 
high process) as 
measured by group leader 




Three profile analyses 
were conducted to test 
this hypothesis. The first 
used the WAI-B and the 
second used the the 
ISEL-S and the third used 




were conducted to 
examine the difference 
between groups with 
more and less process 
with regards to outcome.  
Research Question  Measures  Statistical Test 
1. Is there is a difference 
in outcome (social 
support/bonds and 
symptom severity) 
between clients in open 
group treatments 
compared to those in 
closed groups?  
 
The ISEL-S and OQ-45 
(total score) scores as 
measured at session 1-10 
were used as the DV.  
 
The type of therapy 
group (open, closed) as 
measured by group leader 
interview was used as the 
grouping variable. 
This hypothesis was 
tested via two Profile 
Analyses, one using the 
ISEL-S and one using the 
OQ-45 as the repeated 
measure.  
 
Definition of Terms 
 The definitions of sexual assault terminology used by Cloitre and Koenen 
(2001) was adopted for this study. The authors described adult and child sexual 
assault in the following way:  
Adult sexual assault [is] defined as completed or attempted efforts of 
forced sexual events (intercourse, anal intercourse, fellatio, and 
cunnilingus, and objects in any orifice) occurring at or after the age of 18, 
as reported by the study participant.  Childhood sexual abuse [is] defined 
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as the participant's report of at least one incident of sexual contact before 
the age of 18 (fondling, attempted or completed vaginal, oral or anal 
intercourse) initiated by a family member, caretaker or trusted adult. In 
order to distinguish coercive sexual experiences from voluntary sexual 
experimentation, in this definition, the perpetrator had to be at least 5 
years older than the participant. If the age difference was less than 5 years, 
only incidents involving coercion or that were undesired were included 
(Cloitre & Koenen, 2001, p. 382)  
 
These criteria were assessed using two pretreatment screening tools that are 
described in detail in the Methods section. 
 What qualifies as a “group therapy” is also of interest in this study. 
According to Corey and Corey (2006), 
The broad purpose of therapeutic groups is to increase members’ 
knowledge of themselves and others, to help members clarify the changes 
they most want to make in their lives and to provide members with tools 
they need to make these changes. By interacting with others in a trusting 
and accepting environment, participants are given the opportunity to 
experiment with novel behavior and to receive honest feedback from 
others concerning the effects of their behaviors. As a result, individuals 
learn how they appear to others (p. 9).   
 
In academic literature, debate persists about the way to classify different types of 
therapeutic groups. Corey and Corey (2006) described four types of groups 
defined by the Association for Specialists in Group Work (ASGW, 2000): task, 
psychoeducational, counseling, and psychotherapy. Additionally, the term 
“process group” is often used to describe a group in which the focus on what  
Yalom (2005) describes as “the here and now” interactions of the group members 
is central. The ‘here and now” has been described by what it is not: 
Discussion of any outside material, including theory, sociological or 
educational reflections, or any then and there material including back-
home, current problems, or past history (Yalom, 2005, p. 528).  
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Despite attempts to provide standardized definitions for types of groups, in 
clinical practice these types of differentiations are often difficult to draw. 
Therefore, in this research the method for classifying groups rested largely on the 
proportion of time spent focusing on group process and here and now interactions 
amongst the group members as opposed to the presentation of educational 
material, discussing the past or future, or teaching specific symptom management 
techniques. Those groups which focused more on the here and now were referred 
to as more process oriented, whereas those focused more on didactics or the then 
and there were described as less process oriented. A leader survey included in 
Appendix A of this proposal was used to assess the extent to which the group was 
process focused.  
 While outcome research on open groups is limited, due to the prevalence of 
such groups in the community, they are important to include in the present 
research. Both open and closed groups were included in the present study.  
Corey and Corey (2006) explain the differences between open and closed groups: 
Open groups are characterized by changing membership. As certain 
members leave, new members are admitted and the group continues. 
Closed groups typically have some time limitation, with the group 
meeting for a predetermined number of sessions. Generally, members are 
expected to remain in the group until it ends, and new members are not 
















The purpose of this study was to determine whether a relationship existed 
between the ability for trauma survivors to form social bonds and their subsequent 
symptom reduction. While this relationship has been suggested in other research 
studies, it has not been explored in group treatment studies other than by 
Alexander et al. (1989) and attempts by other researchers to reproduce or expand 
their findings (Classen et al., 2001; Dorrepaal et al., 2010; Zlotnick et al., 1997). 
Secondly, this study sought to explore whether there were session-to-session 
changes in symptom severity and interpersonal bonds that took place in the 
naturally occurring group treatments for trauma assessed in this study. 
Differences in the pattern of change for clients who were in group treatments that 
were more process focused were compared to the pattern of change for clients 
who were in groups less focused on process. Similarly, differences in change 
patterns were compared in groups that defined themselves as “open” versus 
“closed” groups.  Finally the ability to form social bonds was examined as a 
predictor of improvement in group therapy regardless of the type of group 
treatment. Many studies have already confirmed that group treatments are 
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effective (Anderson & Rees, 2006; Bachar et al., 2004; Dunn et al., 2007; Kellett 
et al., 2007; Panas et al., 2003; Ryan et al., 2005) and for certain conditions, such 
as trauma, group formats may be superior to individual treatment (Herman, 1997; 
Mendelsohn et al., 2007; Parker et al., 2007).  The results of this study attempted 
to clarify the relationship between social bonds and symptom severity in recovery 
from sexual trauma. If, for example, level of social bond is related to severity of 
symptoms, future research could explore the benefits of matching certain types of 
client characteristics to certain types of treatments as suggested by Herman 
(1997). 
Participants 
 Participants in this study were clients engaged in group therapy for trauma 
survivors in Colorado.  Groups occurring in the community were sampled and 
therefore the inclusion and exclusion criteria that each group leader or agency set 
forth was elicited via interviews with group leaders.  If a group was deemed 
appropriate for the group by the leader or agency, the researcher did not exclude 
participants.  Only group members who reported childhood and or adult sexual 
assault were included as study participants. If a group leader and agency approved 
the research, then all group members in closed groups and all incoming members 
in open groups were invited to participate in the research. Because of the desire 
for generalizability to the CSA survivor population at large, no exclusions based 
on ethnicity, sexuality, or disability, were made.  
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 Thirty-one participants were initially admitted into the study. Eight groups 
initially agreed to participate in the research. Of the thirty-one participants who 
agreed to participate in the study, twenty participants completed the study. In 
order to complete the study, they needed to be engaged in treatment throughout 
the duration of the research. Without revealing the names of the agencies to 
protect the confidentiality of the participants, the breakdown of their group 
membership of the women who agreed to participate in the research was as 
follows: Six participants in Rape Crisis Center 1 (RC1) CSA Group; six in RC1 
Adult Sexual Assault (ASA) Group; two in Rape Crisis Center 2 (RC2) Group; 
two in Community Agency (CA) Group 1; one in CA Group 2; and three 
participants in CA Group 3. All groups listed above included four group members 
at minimum, though not all group members agreed to participate in the research.  
 Study attrition. Eleven persons who agreed to participate did not continue in 
the study for various reasons. Ten persons who dropped out of the research 
actually dropped out of group therapy and therefore were no longer eligible to be 
participants. One participant dropped out of the research because of difficulty 
arriving 15 minutes early to sessions to complete the measures. She attended one 
additional session of group treatment and then dropped out of group treatment. 
Two women dropped out of treatment and hence the research, before the first 
session, five dropped out after session one, three dropped out after session two, 
and one dropped out after session five. Reasons cited for ending treatment were 
related to scheduling difficulties, however, it is likely that some women were 
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uncomfortable with the group in some way and found it easier to site scheduling 
difficulties to explain early termination.  Examination of the data revealed few 
differences between women who dropped out of the study and study completers. 
A one-way ANOVA revealed no statistically significant at p = .05 differences 
between completers and non-completers on any of the main variables of the 
analysis (PCL-C, WAIB, OQ-45 Total, and ISEL-S). Scores on the primary 
measures of the study as well as on demographic information were similar to 
those of women who completed the study. Of note was that eight of the 11 women 
who dropped out of the study were engaged in open groups, meaning that they 
needed to join an existing group. These women made up approximately half of the 
total subsample of women engaged in open group treatment (8/14) leaving only 
six open group participants who completed the research. 
 Participant Demographics. Participant demographic information was 
collected via an author designed demographic questionnaire (Appendix H). The 
20 participants who completed the study ranged in age from 19 to 55 years old 
with a mean of approximately 34 and a mode of 28.  The majority of the 
participants were receiving both psychotropic medication (n=18) and additional 
psychotherapy (n=19) at the time of the study. Eighty percent of the sample 
identified their racial/ethnic group as white/Caucasian, 15% as Latina/Hispanic, 
and 5% selected other/biracial. Sixty-five percent (n = 13) of the sample was 
employed with a mean household income in the $20,000 to $40,000 range. While 
levels of education ranged from “less than high school” to “graduate degree,” 
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95% (n= 19) of participants had at least “some college” or more. The 
demographics of the participants were consistent with the population who 
typically engaged in groups at the three agencies and are considered 
representative (See Table 2). 
Table 2 
Overview of Participant Demographic Characteristics (N = 20) 
__________________________________________________________________ 
Demographics      Frequency  Percentage 
Total Participants      20   100% 
Age Range 
 19-25       6   30% 
 26-30       4   20% 
 31-35       2   10% 
 36-40       2   10% 
 41-45       2   10% 
 46-50       1     5% 
 51-55       3   15% 
Racial/Ethnic Group 
 Hispanic/Latino      3   15% 
 Caucasian/White      16   80% 
 Other       1   5% 
Household Income 
 $0-$10,000     4      20% 
 $10,001-$20,000    4      20% 
 $20,001-$40,000    4      20% 
 $40,001-$60,000    3      15% 
 $60,001-$80,000    2      10% 
 $80,001-$100,000    2      10% 
 $100,000+     1        5% 
Education 
 Less than High School     0     0% 
 High School Diploma/GED    1     5%  
 Some College      9   45% 
 Associate’s Degree/Trade School   2   10% 
 Bachelor’s Degree     6   30% 




	   57 
 Characteristics of abuse. While participants were engaged in groups that 
addressed both sexual trauma more broadly as well as groups which were specific 
to CSA, 75% of the sample reported having experienced CSA. Of the women who 
reported having experienced CSA, 20% identified the abuser as a parent or 
parental figure and 50% reported that physical violence was used during the 
incident. Sixty-two percent of the CSA survivors experienced CSA involving 
vaginal or anal penetration (n= 8). The remaining 38% experienced either sexual 
touching or oral sex. Fifty percent of the sample had between one and 20 
incidents of CSA. Half of the participants who were CSA survivors endorsed 
having experienced the abuse “so many times I cannot calculate.”  Of the 20 study 
participants, 18 reported having experienced sexual trauma in adulthood. The 
majority of study participants endorsed having experienced adult sexual assault 
(90%).  Over three fourths of the sample reported being raped in adulthood (80%)  
Table 3 
Frequency of Sexual Abuse for those Participants who Reported a History of CSA 
or ASA  
__________________________________________________________________ 
CSA Demographics     Frequency  Percentage 
Total Participants      12   100% 
Frequency of Abuse 
 One time         1     8.3% 
 Six to 10 times        4   33.3% 
 10 to 20 times        1     8.3% 
 So many times I cannot calculate     6     50% 
ASA Demographics     Frequency  Percentage  
Total Participants      18   100% 
Type of Abuse 
 Sexual Coercion        2    11.1% 
 Attempted Rape        0        0% 
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Design 
 Due to financial and administrative constraints, a true experimental design 
featuring random assignment of participants to groups was not conducted.  The 
participants were analyzed in groups based on either their level of bonding ability 
or the level of process focus of their group leader, and thus, a quasi-experimental 
design was used. Because of the range of research questions addressed in the 
study and the sensitivity of measures used, several of the research questions were 
addressed using a pretest-posttest non-equivalent groups design (hierarchical 
multiple regression and pre to post treatment comparisons).  Other questions were 
addressed using a mixed design in which both between groups (social bonding 
ability, type of group therapy received) and within groups variables (over time or 
multiple sessions) are measured.   
 Independent variables in this study of adult and child sexual assault were 
measured using the Sexual Experiences Survey Short Form Victimization (SES-
SFV, Koss, Abbey, Campbell, Cook, & Norris, et al., 2007) for trauma occurring 
in adulthood (age 18 and older) and the Childhood Sexual Abuse Questionnaire 
(Godbout, Sabourin, & Lussier, 2009) to assess trauma occurring in childhood 
(prior to age 18). Pretreatment interpersonal functioning and type of group 
treatment was also an independent variable of interest. Symptom severity when 
entering the study was statistically controlled in the data analysis process.  
Dependent variables of interest included symptom severity during treatment as 
measured by the Outcome Questionnaire-45 (OQ-45; Lambert, Hannover, 
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Nisslmuler, Richard, & Kordy, 1996) and the Posttraumatic Stress Disorder 
Checklist, Civilian Version (PCL-C, Weathers, Litz, Herman, Juska, & Keane, 
1993). Other dependent variables were focused on interpersonal functioning 
measured using the Interpersonal Support Evaluation List (ISEL, Cohen, 1988).  
Measures 
Sexual trauma history. Sexual abuse history was assessed using one 
measure and one questionnaire: Sexual Experiences Survey Short Form 
Victimization (SES-SFV, Koss, Abbey, Campbell, Cook, & Norris et al., 2007) 
for trauma occurring in adulthood and the Childhood Sexual Abuse Questionnaire 
(Godbout, Sabourin, & Lussier, 2009) to assess sexual trauma occurring prior to 
the age of 18.  The SES-SFV (Appendix C) is a 10–item self-report questionnaire 
which measures sexual assault history in adults using a series of statements about 
sexual acts in a response format which allows the participant to indicate the 
number of times an experience occurred since age 14 as well as during the last 12 
months. While the measure includes experiences that occurred since age 14, 
participants were asked to complete this measure only if they had experienced 
events after age 18 to prevent overlap with the measure of CSA. The SES-SFV 
allows responses to range from zero times to more than three times.  For example 
one item is worded similar to the following: “Have you ever been touched 
sexually without your consent?” The SES-SFV is a paper and pencil measure that 
can be completed in approximately 10 minutes. The measure is scored by 
calculating the number of times each event occurred and can also be used in an 
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ordinal scoring format to determining if the participant is a nonvictim, has 
experienced sexual contact, sexual coercion, attempted rape, or rape.  The SES-
SFV was expanded by the authors from a 1985 version of the Sexual Experiences 
Survey (SES, Koss & Gidycz, 1985) to include a wider range of sexual 
experiences, gender neutrality, and clearer wording of items. Limited reliability 
and validity statistics are presented for the SES-SFV, however authors point to an 
internal consistency reliability of .7 for the original SES. While a Cronbach’s 
alpha of .7 could be seen as a limitation, the study authors argue that the use of 
this internal consistency statistic may be irrelevant for the SES-SFV as the 
underlying factor model is not appropriate and rather an induced model in which 
items combine to create a new variable is a better fit.  Koss et al (2007) suggested 
that because an induced model is more appropriate for the SES-SFV internal 
consistency is not a relevant index to report, suggesting the measure has adequate 
reliability and validity for use in future research.     
The Childhood Sexual Abuse Questionnaire (CSAQ, Godbout, Sabourin, 
& Lussier, 2009) is a questionnaire that assesses the presence of CSA in 
childhood (before age 18) and also inquires about the type, force, frequency, and 
nature of the CSA. It is a paper and pencil measure that can be completed in 
approximately five minutes. The CSAQ (Appendix D) allows for multiple 
incidents of abuse to be reported; however, for the purposes of scoring only the 
most intrusive instance is used. It is of interest to note that the authors found that a 
simple yes or no question, “have you ever been sexually abused during your 
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childhood or adolescence” was as useful in predicting relationship problems in the 
participants’ adult romantic relationships as the more extensive questionnaire. No 
reliability or validity statistics have been reported for this questionnaire, however 
as Martsolf and Draucker (2005) have noted that a limitation in present research 
on CSA is failure to conform to consistent definitions of child abuse. Thus, the 
use of this preexisting measure is preferable to creating a new author-designed 
measure.  
Social Bonds and interpersonal difficulty. The Interpersonal Support 
Evaluation List (ISEL, Cohen, 1988) total score was used to evaluate changes in 
client interpersonal functioning before, during, and after group treatment.  The 
ISEL (Appendix E) is a 30-item list of statements with a 4-point rating scale 
(from definitely true to definitely false) that provides a global measure of 
perceived social support across four domains (belonging, self-esteem, appraisal, 
and tangible help).  Items are worded similar to the following: “Someone I know 
would give me a ride to the airport if I needed one.”  It is a paper and pencil 
measure that takes approximately 10 minutes to complete. The ISEL total score 
has been shown to have adequate reliability and validity with regards to assessing 
social support (Cohen & Hoberman, 1983; Cohen & Wills, 1985).  Test- retest 
reliability is .87, and internal consistency reliability ranges from .77 to .86 
(Cohen, & Hoberman, 1983).  Research on convergent validity has demonstrated 
correlations with the other measures of interpersonal adjustment (r =.46,  ISSB; 
Barrera, Sandler, & Ramsay, 1981; r = .62, MOOS, Cohen, & Hoberman, 1983). 
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The Working Alliance Inventory-Short Form Revised (WAI-SR, Horvath 
& Greenberg, 1989, Appendix I) is a 12-item measure of the clients’ perception of 
their relationship with their therapist. Working alliance has been defined as 
agreement between the therapist and the client on three dimensions: goals, tasks, 
and bonds. The WAI-SR uses a 7-point rating scale (from seldom to always) to 
assess each of these three dimensions from which a total alliance scale can be 
calculated. The WAI-SR is a paper and pencil measure that takes approximately 
five minutes to complete. Items on the WAI are similar to the following: “I am 
comfortable sharing my problems with my therapist.” The original WAI has been 
shown to be reliable and valid in previous research with reliability of .92 for the 
bonds and task scale and .89 for the goals scale and clinical trials of the measure 
yielded a test retest reliability estimate of .87 (Horvath & Greenberg, 1989). 
Strong convergent and concurrent validity with other instruments measuring 
similar constructs was reported (Horvath & Greenberg, 1989). It is assumed that 
the same reliability and validity data will apply to the short form. As authors have 
suggested that the bonds scale alone is the best measure related to ability to form 
interpersonal bonds in general, only the bonds scale will be used in data analyses 
(Muran et al., 1994). 
 General symptoms. The Outcome Questionnaire-45 (OQ-45; Lambert, 
Hannover, Nisslmuler, Richard, & Kordy, 1996) and the Posttraumatic Stress 
Disorder Checklist, Civilian Version (PCL-C, Weathers, Litz, Herman, Juska, & 
Keane, 1993) were used to measure overall functioning and symptoms of PTSD. 
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The OQ-45 (Appendix F) is a brief, paper and pencil self-report tool that 
measures client well-being throughout the course of therapy. An item similar to 
the items of the OQ-45 would be phrased in the following way: “I find that I am 
worn out most of the time.” The 45 items are scored on a 5-point response scale 
that ranges from never to always and can be administered in approximately 10 
minutes either in paper and pencil format or electronically. The OQ-45 has high 
reliability and validity and correlates with other measures of client functioning 
(Lambert et al., 1996; Lambert & Finch, 1999). The 45-item OQ assesses client 
functioning in three domains: symptomatic distress, interpersonal functioning, and 
social role performance. Assessing these three domains provides a global 
assessment of functioning score.  According to Strauss et al. (2008) the OQ-45 is 
sensitive to session-to-session change and is appropriate for use as a measure of 
client progress from session to session. The total scale score was used to measure 
change in general functioning for the purposes of this study.   
 The PCL-C  (Appendix G) is a measure with 17 items that correspond to the 
DSM-IV criteria for PTSD. Items are rated by self-report on a 5-point scale 
ranging from 1 = not at all, to 5 = extremely, from which a total severity score 
may be calculated. An item similar to the phrasing of items on the PCL-C is the 
following: “I have repeated upsetting memories about the stressful event.” The 
PCL-C is a paper and pencil measure that may be completed in approximately 
five minutes.  This measure is commonly used in research that requires 
measurement of PTSD symptoms and asks about symptoms that the participant 
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has experienced during the past month (Adkins, Weathers, McDevitt-Murphy, & 
Daniels, 2008). Adkins et al. (2008) compared seven self-report measures of 
PTSD, and reported adequate initial internal consistency (Cronbach's alpha = .91) 
and test-retest reliability (.87) for the PCL-C.  The convergent validity of the 
PCL-C was tested by its ability to accurately predict PTSD diagnosis based on the 
Clinician Administered PTSD Scale (CAPS). The authors reported the PCL-C had 
a correlation with the CAPS of .65 suggesting adequate construct validity (Adkins 
et al., 2008). 
Procedures 
 Informed consent. Participants were recruited for the study once 
permission from the Institutional Review Board was obtained in August, 2010.  
Supervisors at potential data collection sites where trauma groups were being 
offered were contacted to determine if their site would be willing to participate. If 
approval was granted by supervisors, group leaders were contacted by the 
researcher and were provided with an explanation of the purpose of the study, the 
potential time commitment, and what would be asked of them and of the group 
participants.  If leaders agreed to participate, they completed the group leader 
interview (Appendix A). Once the group leader interview was completed and the 
researcher had determined that the group met inclusion criteria, the researcher met 
with group members prior to the first session of the group in a closed group or 
prior to the participant’s entry into an ongoing group. Participants were provided 
a verbal explanation of the study as well as a written letter of explanation and 
	  
	   65 
informed consent document (Appendix B) that included an overview of the study, 
methods of data collection and potential risks as well as limits to confidentiality. 
 Agencies. Through online research and word of mouth, a list of potential 
participant groups in and around Denver Metro was developed. Of the seven 
agencies that were contacted, three agencies had groups that met the above 
criteria and agreed to participate in the research. All three agencies were 
community mental health centers. Two agencies identified as full service rape 
crisis centers offering individual, group, and hotline support. The third agency 
offered groups only and was geared specifically for CSA survivors.    
 Rape crisis center 1 (RC1) is a rape crisis center located in Colorado. RC1 
approved the research protocol for three of their groups. CSA group was a closed 
group offered one to two times per year for up to eight participants. The group 
was scheduled to meet weekly for two hours a week and followed a semi-
structured process oriented approach to treatment. This group included eight 
participants at the time of the leader pregroup interviews. One member dropped 
out prior to the start of the group due to scheduling conflicts. Another member 
dropped out after the first session. The remaining six members remained in the 
group for the entire 20 weeks of treatment, and all six members agreed to 
participate in the research. For the purposes of this study, data were collected only 
for the first 10 sessions of the group. The Adult Sexual Assault (ASA) group was 
a 16 week, two hour, closed group that was offered to 12 participants.  Of the 
twelve initial group members, eight initially agreed to participate in the research. 
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Of the seven members who initially agreed to participate, six completed the study. 
The group member who dropped out of the research stated that she did so due to 
scheduling conflicts that made arriving early to groups to complete measures 
difficult. A third group was approved to participate in the research, however no 
participants agreed to participate in the research. This was likely due to the fact 
that this group was targeted at recent sexual trauma survivors, many of whom 
where very emotionally distraught when asked if they would like to participate.  
 Rape Crisis Center 2 (RC2) is an agency located within the Denver Metro 
area. RC2 offered a closed process group for female sexual trauma survivors. The 
groups met weekly for two hours. The group consisted of two leaders and four 
members, two of which agreed to participate in the study. The group met for 11 
weeks, but only the participants’ first 10 sessions of treatment were counted.  
 Community Agency (CA) is a community agency offering open group 
treatments for adult survivors of CSA. CA was running 17 groups in Colorado at 
the time of the research. All groups had two leaders and typically ranged in 
participant attendance between three to 12 members. Groups met weekly for two 
hours. While all 17 groups had different leaders, leaders were expected to follow 
the same manualized approach to treatment. That said, each leader incorporated 
differing amounts of process into their treatment. Of the 17 groups being offered, 
four groups agreed to participate in the research. After a group leader and the 
existing members agreed to allow research participation, group members were 
asked prior to beginning the open group if they would be willing to participate. 
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Only “new” group members were included in order to compare them to the 
members of closed groups who were starting group treatment. Of the three groups 
that agreed to participate, membership ranged from four to 12 with a maximum of 
three group members engaged in the research in any one group.  
 Characteristics of groups. In order for a group to be considered for the 
study, it must have consisted of at least three participants, must have had a focus 
on sexual trauma, and must have met for at least 10 sessions. An attempt was 
made to recruit equal numbers of process and psychoeducational groups and a 
balance of open and closed groups.  Additionally, group leaders were interviewed 
regarding their level of trauma focus, focus on social skill building, and how 
much they consider the group to incorporate process components.  The scale 
measuring level of process focus was a 10-point Likert type scale included as part 
of the group leader interview (Appendix A). Groups with at least one and no more 
than two leaders were accepted for this study. Agencies from which groups were 
solicited include community mental health, VA hospitals, college counseling 
centers, and rape crisis centers.  
 At the start of the study, the 31 initial participants who agreed to engage in 
the research were members of eight groups. After accounting for study drop out, 
the final 20 participants were members of six groups. The group leaders identified 
themselves as more or less process focused in the leader interview. Level of 
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Table 4 
Frequency of Group Membership By Level of Process Focus with One Being Most 
Process Focused and 10 Being Least process focused 
__________________________________________________________________ 
Demographics      Frequency  Percentage 
 
Total Participants      20   100% 
Level of Process Focus 
 4        5   25% 
 6        6   30% 
 7        1   5% 
 8        6   30% 
 10        2   10% 
 
Similarly, group leaders were asked about how much time they spent discussing 
specific details of the traumatic incident in the group.  Group leaders who 
identified as spending over half of the time focusing on specific trauma factors are 
referred to as leading “trauma focused groups” for the purposes of this study. The 
scale measuring trauma focus was a 10-point Likert type scale included as part of 
the group leader interview (Appendix X, p. X). Results suggest that most leaders 
tended to define themselves as less trauma focused. Data on level of trauma focus 
was not as part of the main analyses because was not the primary focus of the 
hypotheses and was beyond the scope of the present study.  
Table 5 
Frequency of Group Membership By Level of Trauma Focus with 1 Being Most 
Trauma Focused and 10 Being Least Trauma Focused 
__________________________________________________________________ 
Demographics      Frequency  Percentage 
 
Total Participants      20   100% 
Level of Trauma Focus 
 4        6   30% 
 6        11   55% 
 9        3   15% 
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Of the 20 participants, 6 were engaged in open groups and 14 were engaged in 
closed groups.   
Data collection. Participants who met inclusion criteria were identified by 
the group leaders prior to their first scheduled session. Potential participants were 
asked to meet with the researcher for one hour prior to their first scheduled group 
therapy session.  Following the above listed procedures, the potential participant 
was provided informed consent and had an opportunity to ask questions of the 
researcher prior to agreeing to participate in the study. If the potential participant 
agreed to participate, she was given the demographic questionnaire (Appendix H) 
and asked to include a self-selected four-digit number that was easy for the 
participant to remember. This number was known only to the researcher and the 
participant and was used on subsequent measures in place of the participant’s 
name. The master list of participant names and codes was stored on an encrypted 
zip drive in a locked drawer in the researcher’s office.  The participants were then 
asked to complete the SES-SFV, the CSAQ, the ISEL, WAI, PCL-C and the OQ-
45 prior to treatment. The intake process took approximately 45 minutes and was 
completed in an available office or group room, depending on the agency.  
Participants also completed the OQ-45, WAI, and ISEL prior to each group 
therapy session for sessions 2 to 10, for a total of 10 weeks of data.  Participants 
were asked to fill out the measures thinking about their symptoms and beliefs 
during the preceding week, including the day of the session. Participants were met 
before each of their first 10 sessions by either the researcher or a research 
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assistant with whom they were familiar. Four counseling psychology master’s 
students acted as research assistants during this study and were reimbursed 
financially for their time and mileage. Prior to the 10th group therapy session 
attended, the participants were asked to complete the PCL-C and the SES-SFV in 
addition to the OQ-45, the ISEL, and the WAI.  While no formal incentives were 
offered for participation in the study, many participants reported having decided 
























 This chapter presents an overview of the data analyses as well as the 
results of these analyses. Preliminary analyses are reviewed, including analyses of 
missing data, internal consistency of the measures used, power, and group 
differences. A description of the main analyses and planned comparisons is also 
provided. Statistical analyses were conducted using the Statistical Package for the 
Social Sciences (SPSS).  The alpha level was initially set at .05 with further 
Bonferonni adjustments for multiple analyses set at .017.  The size of correlation 
coefficients was considered small if r was .20 to .39, moderate if r was .40 to .69, 
large if r was .70 to .89, and very large if r was .90 to 1.0 (Cohen, 1988).  To 
determine the strength of eta squared values or effect size, Cohen’s (1988) 
guidelines were used:  small effect size = .01, moderate effect size = .06 and large 
effect size = .14.  Because not all of the measures used were sensitive to change 
on a session to session basis, one hypothesis was addressed using a pretest-
posttest design (Hypothesis 1) while others were addressed using a repeated 
measures design (Hypothesis 2, 3 and Research Question 1).  Please refer to Table  
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1 for an overview of the measures and statistical tests associated with each 
hypothesis.  
Preliminary analyses  
Missing data. Thirty-one women entered the study and completed initial 
paperwork and pretreatment measures. Of these initial 31 participants, 11 women 
dropped out of the research. For the purposes of the present study, participants 
were included in the data analyses if they attended at least 10 sessions of 
treatment and completed the session 10 post treatment measures. As discussed in 
the methods section, women who dropped out of treatment were not significantly 
different from women who persisted in treatment on the main variables of 
analysis. As these women dropped out of treatment most frequently during their 
first two sessions, imputation of their remaining 8 sessions of data is 
inappropriate.  
Twenty women completed the requisite number of sessions and measures 
to be included in the study. Prior to running any statistical analyses, the missing 
data for the 20 study completers were analyzed and found to be missing at 
random. There was an expected relationship between participants with missing 
data and the number of missed sessions which was not a variable used in the main 
analyses. There was no significant relationship between missing data and the 
variables of the main analysis. Based on these findings, a decision was made to 
address missing data via imputation. While imputation of the mean is generally 
discouraged due to the tendency to reduce variance, SPSS software enables the 
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imputation of the mean of the four closest data points within each measure, which 
minimizes the problem of reduced variance (Schlomer & Bauman, 2010). The 
difficulties of determining the best method of handling missing data have been 
debated (Schlomer & Bauman, 2010). While many authors choose not to include 
participants with missing data in their analyses, a recent review of the treatment of 
missing data in counseling psychology research suggested that imputation of 
missing results was preferable to deletion methods (Schlomer & Bauman, 2010). 
Researchers have suggested against mean substitution in which the mean of the 
scores on a scale or item is substituted for missing data points due to the tendency 
to overrestimate standard error and reduce power (Allison, 2001; Bennett, 2001; 
Graham et al., 2003; Pallant, 2007; Schlomer & Bauman, 2010). However, 
imputation of the mean of the four closest session data points as opposed to the 
scale on the whole should result in less likelihood of reduction of variance and 
loss of statistical power. While other methods of imputation are available (Full 
information maximum likelihood, multiple imputation) this method of imputation 
was also acceptable given the sample size.  
Missing data on the major continuous variables of interest ranged from 5% 
to 25%, based on session number. Missing data occurred when a participant 
attended a session and did not complete a measure for various reasons. Missing 
data most often occurred in situations where a participant arrived late to a session 
and did not have adequate time to complete all of the measures. Missing data also 
occurred when a participant attended a therapy session but research assistants 
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were not able to be present to administer the measures. Such sessions could not be 
“made up” because the participant had attended a session that counted towards 
their 10 sessions of treatment. Another scenario in which missing data occurred 
was when a participant missed a therapy session but did not have adequate 
sessions left in the length of the closed group to “make up” the all 10 sessions of 
treatment. For example, a woman who missed session 9 of a 10 session group 
would not be able to receive the 10th “dose” of group treatment, and thus would 
have missing data. Because trained research assistants reviewed all measures to 
ensure all items of each measure were complete, missing data within a completed 
measure were rare. When missing data were present (approximately 5% of the 
data within completed measures) the imputation process recommended by the 
OQ-45 scoring manual was used for all measures. The mean of the subscale in 
which the missing data occurred was calculated and rounded to the nearest whole 
value. This value was then inserted in place of the missing value (Lambert, 
Morton, Hatfield, Harmon, Hamilton, et al., 2004). The session with the greatest 
amount of missing data was session 9 with 25% of participants failing to complete 
some measures during the 9th session. Missing data for these participants was 
imputed using the mean score for each measure for the four closest sessions. 
While this method may reduce variance, it enables the inclusion of the 
participants who completed the study in all analyses.  
Internal consistency. The reliability of measures was assessed to 
determine if estimates of internal consistency in this study were similar to those in 
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the normed data. According to DeVellis (2003), the Cronbach alpha coefficient of 
a scale should be above 0.70. As can be seen in Table 6, all measures were similar 
to those reported in previous studies and showed adequate internal consistency. 
Table 6 
Internal Consistency Scores for the Main Variables of Analysis 
__________________________________________________________________ 
Measure      Cronbach’s Alpha Coefficient  
 
      Present Research  Previous Studies 
 OQ-45     .88    N/A 
 ISEL      .85    .77 to .86 
 WAI-B     .88    .92 
 PCL-C     .85    .91 
 
Outliers. Data were analyzed using Mahalanobis distance (Tabachnick & 
Fidel, 2007) to assess the data for any substantial multivariate outliers.  No 
substantial multivariate outliers were found.  Table 7 presents an overview of the 
mean and standard deviation of the main variables of analysis.  
Table 7 
Mean, Standard Deviation, Skewness, and Kurtosis of the Main Variables of 
Analysis  
Measure   N Mean  SD    Skewness          Kurtosis 
and variable   
PCL-C 
 Pre  20 54.35  12.08  -1.140  2.55  
 Post  20 44.40  13.53     .136            -1.23 
OQ-45 
 Session 1 20 85.05  20.26    -.372  -.754 
 Session 2 20 85.06  19.71     .038   .831 
 Session 3 20 82.35  29.06    -.275  -.090 
 Session 4 20 74.89  29.58    -.407   .122 
 Session 5 20 73.98  26.93     .228   .616 
 Session 6 20 71.51  23.44     .104   .512 
 Session 7 20 73.60  30.45    -.211   .658 
 Session 8 20 72.53  23.11  -1.410            3.580 
 Session 9  20 65.87  23.73    -.294   .236 
 Session 10 20 71.30  31.10    -.098  -.587 
ISEL-S 
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 Session 1 20 15.20    4.93    -.031  -.687 
 Session 2 20 14.80    4.92     .131  -.791 
 Session 3 20 15.25    5.80     .274  -.240 
 Session 4 20 16.04    5.88    -.451   .366 
 Session 5 20 16.65  5.77  -.0080   .177 
 Session 6 20 17.96  4.96   .0600  -.404 
 Session 7 20 17.89  6.24  -.863  1.690 
 Session 8 20 16.59  5.13   .538  1.470 
 Session 9  20 18.04  4.87   .325    .556 
 Session 10 20 17.15  6.24  -.236    .420  
WAI-B 
 Session 1 20 10.90  6.86  -.141  -1.350 
 Session 2 20 13.77  4.67   .140  -1.310 
 Session 3 20 14.01  4.33   .266  -1.380 
 Session 4 20 14.85  4.32  -.239    -.786 
 Session 5 20 15.16  4.27  -.575     .156 
 Session 6 20 15.14  3.90  -.114    -.771 
 Session 7 20 15.14  3.49   .028    -.611 
 Session 8 20 15.21  3.32  -.384     .685 
 Session 9  20 16.29  3.14  -.388    -.815 
 Session 10 20 15.05  4.74           -1.790   4.550 
 
Intragroup Correlation. A special area of concern in studies of grouped 
data is the potential for intragroup correlation. If there is a correlation between 
individuals within a group, the standard error will likely be understated and 
subsequent strength of findings will be inappropriately inflated (Shore-Sheppard, 
1996). While the use of structural equation modeling in which nested groups can 
be accounted for is the best statistical technique for managing grouped data, SEM 
requires a large sample size. Methods of estimating standard error that account for 
within group correlation include ex-post standard error correction and feasible 
generalized instrumental variables (Shore-Sheppard, 1996). Given that measures 
used in this study are measures of individual symptoms and ability to relate to 
others interpersonally, the likelihood of significant intragroup correlation is less 
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than in a study in which group bonding was measured. Additionally, according to 
Shore-Sheppard (1990) larger groups yield a higher likelihood of correlation 
within groups.  While the sensitivity of the material discussed in groups for sexual 
trauma survivors may limit the sample size of this study, the tendency toward 
running smaller sized groups for this population is an asset with regard to 
intragroup correlation. In order to determine if an intragroup correlation did in 
fact exist within the data, one-way ANOVAs were performed with participant 
group as the categorical independent variable (RC1 CSA, RC1 ASA, RC2, CA 1, 
CA 2, CA 3) and pretreatment outcome variable as the dependent variable (OQ-
45T, ISEL-S, WAI-B, PCL-C).  The assumption of homogeneity of variance was 
tested for each outcome measure and was tenable in all cases with the exception 
of the PCL-C. Due to the violation of homogeneity of variance on the PCL-C, the 
Brown-Forsythe robust test of equality of means was interpreted for this measure. 
There was no statistical significance found at the p< .05 level for the OQ-45T 
[F(5, 19) = .471, p= .792], the ISEL-S [F(5, 19) = .078, p= .995], the WAI-B 
[F(5, 19) = 1.141, p= .384], or the PCL-C [F(5, 19) = 1.450, p= .267]. These 
results suggest that intragroup correlation related to therapy group membership is 
not a factor significantly influencing the scores on the outcome measures.  Thus 
for the purposes of the results of the main analyses, the participants were analyzed 
as individuals rather than members of a specific group.  
 Power Analysis. Using G*Power software (Faul, Erdfelder, Lang, & 
Buchner, 2007), an a priori power analysis was conducted to determine the 
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appropriate sample size for the desired statistical analyses. With an alpha level of 
.05 and a beta (power) of .8 and an expected small to moderate effect size (.1 to 
.3) based on the literature, an estimated effect size of .2 seemed reasonable. For 
the hierarchical liner regression in Hypothesis 2 (see Table 1) with two predictor 
variables, G*Power indicated that an acceptable sample size was 52 for main 
effects. To model the appropriate sample size for the profile analyses used in 
Hypotheses 1 and 3 and Research Question 1 (see Table 1), the AG*Power 
analysis option for a repeated measures within factors ANOVA was tested with 
three groups, 10 data collection points, and an estimated correlation among 
repeated measures of .5. The analysis yielded an acceptable sample size of n=21 
for main effects (Faul et al., 2007). The actual sample size obtained for the study 
was 20, however, preliminary analyses suggested that the effect size was 
underestimated in the a priori analyses, which suggests that the variables being 
studied are more influential on outcome measures for this sample than was 
suggested in previous research. Thus, in spite of a smaller sample than 
recommended by the a priori analyses, the main analyses were conducted.  
Main analyses 
This section reviews the main analyses used to test the three hypotheses 
and one research question of this study. Supplemental analyses are also reviewed 
when appropriate.  
Hypothesis 1.  It was hypothesized that patterns of improvement in group 
treatment would be significantly different based on the level of ability to form 
	  
	   79 
social bonds. Specifically, those reporting the highest pretreatment level of social 
bonding ability were expected to have the greatest improvements in functioning. 
This hypothesis was assessed via profile analysis using OQ-45 scores as measured 
at session one through 10 as the outcome variable and pretreatment ISEL-S score 
(low, medium and high) as the grouping variable.  
Prior to running the analysis for Hypothesis 1, the pretreatment ISEL self-
esteem scale (Cohen & Hoberman, 1983) used to assess ability to form social 
bonds was first collapsed into three categories as is required to proceed with a 
profile analysis.  Scores ranging from 1 to 12 were classified as low bonding 
ability, scores from 13 to 16 were moderate bonding ability and scores from 17 to 
24 were considered high bonding ability.  The decision to collapse the continuous 
scale into three categories and the location of the category split was determined 
by examining the frequency table and identifying clusters for this sample using a 
scatter plot.  
The profile analysis to test Hypothesis 1 used pretreatment level of ability 
social bonding ability as identified by the ISEL-S as the grouping variable and 
OQ-45 score on sessions one through 10 as the continuous variable. For all profile 
analyses, the assumptions of normality, homogeneity of variance-covariance, 
independence, linearity, sphericity were tested and were tenable. Level 
differences, or whether the groups’ means on the dependent variable differed 
significantly, were tested by examining the test of between-subject effects. Group 
main effect for level of bonding ability was found to be statistically significant 
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[F(2,17) = 5.84, p =.012, partial eta squared = .407]. This is a large effect. 
Parallelism of the group profiles was tested by examining the time by group 
interaction. No significant interaction between session and bonding level was 
found [F (18, 153) = 1.67, p =.293, partial eta squared = .121]. Flatness of 
profiles, or whether the dependent variable elicited the same average response 
over time was statistically significant [F(9,153) = 3.915, p <.001, partial eta 
squared = .187] (Figure 1). 
Table 8 
Descriptive Statistics for Participants’ OQ-45 Total scores by Pretreatment 
Bonding Ability for Session 1 through Session 10 
Session Number and  N Mean   SD 
Bonding Level 
Session 1 
 Low   6 105.33    7.84 
 Medium  8   81.13  13.81  
 High   6   70.00  21.01 
Session 2 
 Low    6 102.33  19.23 
 Medium  8  77.89  18.92 
 High   6  77.33    9.46 
Session 3 
 Low   6 108.83  19.34  
 Medium   8  76.13  28.25 
 High   6  64.17  20.42 
Session 4 
 Low    6  86.00  37.73  
 Medium  8  73.97  30.81 
 High   6  65.00  17.46  
Session 5 
 Low    6  87.50  30.52 
 Medium  8  73.45  28.96   
 High   6  61.17  15.28  
Session 6 
 Low    6  90.85  21.31  
 Medium  8  67.39  22.89  
 High   6  57.67  13.92  
Session 7 
 Low    6  96.17  27.44 
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 Medium  8  69.63  31.81 
 High   6  59.33  18.97 
Session 8 
 Low    6  91.50  10.82 
 Medium  8  67.09  28.64 
 High   6  60.83  10.96 
Session 9 
 Low    6  80.77  21.99 
 Medium  8  64.59  26.01 
 High   6  52.67  15.21 
Session 10 
 Low   6         107.50  11.26 
 Medium  8  58.75  26.97 
 High   6  51.83  15.82  
Table 9 
Main Effects of Session Number, Level of Bonding Ability, and Bonding Ability by 
Session Number Interaction for OQ-45 Total Scores for Session One through 
Session 10 
 
Test of Within-Subjects Effects 
Source df Mean 
Square 
F Sig. Partial Eta 
Squared 
Session 9 829.75 3.92 <.001 .187 
Session*Bonding 
Ability 
18 247.87 1.17 .293 .121 
Error  153 211.96    
 
Test of Between-Subjects Effects  
Source df Mean 
Square 




2 18737.3 5.84 .012 .407 
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Figure 1 
Profile Analysis of OQ-45 Total Score by Level of Pretreatment Bonding Ability 
for Sessions One Through Ten 
 
Partial eta squared can be interpreted as evidence of a large effect size for time. 
Tests of within subject contrasts suggested a significant linear trend for session 
[F(1,17) = 13.32, p =.002, partial eta squared = .439] suggesting that when data 
for all groups are aggregated, there is a significant linear decrease in scores on the 
OQ-45 over time.  
 Additionally, a follow up analysis on bonding ability group was conducted 
for significant findings related to level with Bonferroni adjustments for multiple 
pairwise analyses (Adjusted alpha =.017). Statistically significant differences 
were found between low and high bonding ability (p = .013). The interaction 
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required to support the hypothesis that those reporting the greatest pretreatment 
ability to form social bonds had the greatest improvements in functioning over the 
course of 10 weeks of group treatment was not significant. However, results do 
suggest partial support for the hypothesis in that when aggregated over time, 
participants in the high bonding ability group reported fewer symptoms (lower 
OQ-45 scores) than the low bonding ability group (Table 8). 
Hypothesis 2. To test whether social bonds predict symptom severity 
(PTSD and general symptom severity), the planned analysis was to conduct two 
separate hierarchical multiple regressions with pretreatment symptom severity 
(pretreatment OQ-45 and PCL-C) entered into the first block and social bonds 
score (ISEL) at pretreatment entered into the second block with OQ-45 and PCL-
C score at termination as the two separate outcome variables. Unfortunately due 
to the small sample size, the sample population did not reach minimum levels 
recommended by the a priori power analysis for a multiple regression (n=51). 
However, large effect sizes in previous analyses suggest that the effect size was 
likely underestimated during the a priori power analysis, and thus, the proposed 
multiple regressions were conducted.   
Two hierarchical multiple regressions were used to assess the ability of the 
level of social bonding ability (ISEL-S) to predict levels of symptom severity 
(OQ-45 and PCL-C post treatment) after controlling for pretreatment symptom 
severity. Preliminary analyses were conducted to ensure no violation of the 
assumptions of normality, linearity, multicollinearity, and homoscedasticity.  
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For the first hierarchical multiple regression, pretreatment symptom 
severity indicators (OQ-45 and PCL-C pretreatment) were entered at Step 1, 
explaining 49.3% of the variance in post treatment symptom severity (OQ-45 
post). After the entry of social bonding ability (ISEL-S pretreatment) at Step 2, 
the total variance explained by the model as a whole was 55.3%, F (2, 19) = 6.6, p 
= .004. The social bonding measure explained an additional 6% of the variance in 
symptom severity, after controlling for pretreatment symptom severity, R squared 
change = .059, F change (1, 16)= 2.128, p = .164. In the final model, neither of 
the two control measures nor the measure of interpersonal bonding were 
statistically significant. Of note, however was that the ISEL contributed the most 
unique variance to the second model with the highest beta value (B = -.43, p = 
.164) when compared to the control variables OQ-45 pretreatment (B = .15, p = 
.657) and PCL-C pretreatment (B = .213, p = .526) (Table 10).   
Table10 
Summary of Hierarchical Regression Analysis for Variables Predicting 
Posttreatment Symptom Severity as Measured by the OQ -45 (N = 20) 
Variable    B    SE B  β       p 
Step 1 
 OQ -45 Pretreatment  .556    .492  .363     .274  
 PCL-C Pretreatment  .950    .825  .369     .265 
Step 2  
 OQ -45 Pretreatment  .237    .524  .154     .675 
 PCL-C Pretreatment  .547    .845  .213     .126 
 ISEL-S Pretreatment          -2.694      1.847            -.427     .164 
 Note. R2 = .493 for Step 1; ∆R2  = .059 for Step 2 (ps < .05) 
  
For the second hierarchical multiple regression, pretreatment symptom 
severity indicators (OQ-45 and PCL-C pretreatment) were entered at Step 1, 
explaining 59% of the variance in post treatment symptom severity (PCL-C post). 
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Entering social bonding ability (ISEL-S pretreatment) at Step 2 resulted in 62.9% 
of the total variance explained by the model, F(3, 19) = 9.1, p = .001. The social 
bonding measure explained an additional 3.9% of the variance in symptom 
severity, after controlling for pretreatment symptom severity[ R squared change = 
.040, F change (1, 16)= 1.725, p = .208]. In the final model, neither of the two 
control measures nor the measure of interpersonal bonding were statistically 
significant (Table 11).  
Table 11 
Summary of Hierarchical Regression Analysis for Variables Predicting 
Posttreatment Symptom Severity as Measured by the PCL-C (N = 20) 
Variable    B    SE B  β     p 
Step 1 
 OQ -45 Pretreatment  .209    .093  .314    .292 
 PCL-C Pretreatment  .543    .323  .485    .111 
Step 2  
 OQ -45 Pretreatment  .095    .208  .143    .652 
 PCL-C Pretreatment  .399    .335  .356    .251 
 ISEL-S Pretreatment            -.961    .735            -.350    .208 
 Note. R2 = .590 for Step 1; ∆R2  = .040 for Step 2 (ps < .05) 
 
Results of the two hierarchical linear regressions did not support the hypothesis 
that pretreatment social bonding ability would significantly predict posttreatment 
symptom severity after controlling for pretreatment symptom severity.  
Hypothesis 3. The third hypothesis was that patterns of improvement 
(symptom severity and ability to form interpersonal bonds) in group treatment 
would be significantly different based on type of group treatment. Specifically, it 
was hypothesized that members of more process-oriented groups would show 
greater improvements in interpersonal functioning and symptom severity than 
members of groups that were more didactic in nature. In order to test this 
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hypothesis, three profile analyses were run. For all profile analyses, the 
assumptions of normality, homogeneity of variance-covariance, independence, 
and linearity were tested and were tenable. Sphericity was assessed and 
adjustments were made for violation of sphericity.  
Prior to running the analyses for Hypothesis 3, all of which use process 
focus as the grouping variable, the 10-point scale of the Group Leader Interview 
(Appendix A) used to assess amount of process focus was first collapsed into 
three categories as is required to analyze the data using a profile analysis. Scores 
ranging from 1 to 4 were classified as high process, scores from 5 to 7 were 
moderate process and scores from 8 to 10 were considered low process groups. 
The decision to collapse the continuous scale into three categories and the 
location of the category split was determined by examining the frequency table 
and identifying clusters for this sample using a scatter plot. 
The first profile analysis used amount of process focus (low, medium or 
high) as identified by the Group Leader Interview as the grouping variable and 
OQ-45 score on sessions one through 10 as the continuous dependent variable. 
Assumptions were tested and were tenable.  Level differences, or whether the 
groups’ means on the dependent variable differed significantly, were tested by 
examining the between-subject effects. Group main effect for level of process 
focus was not found to be statistically significant [F(2,17) = 1.23, p =.317, partial 
eta squared = .126]. See Table 12 for results.  Parallelism of the group profiles 
was tested by examining the time by group interaction. No significant interaction 
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between session and process focus was found [F (18, 153) = .66, p =.846, partial 
eta squared = .072]. Flatness of profiles, or whether the dependent variable 
elicited the same average response over time was statistically significant [F(18, 
153) = 3.49, p =.001, partial eta squared = .170] (Figure 2).  See Table 12 for 
means by group by time. 
Table 12 
Descriptive Statistics for Participants’ OQ-45 Total scores by Level of Process 
Focus for Session 1 through Session 10 
Session Number and  N Mean   SD 
Level of Process Focus 
Session 1 
 High   5 79.00  23.46 
 Medium  7 95.86  14.43  
 Low   8 79.37  21.02 
Session 2 
 High   5 86.80  18.42 
 Medium  7 88.71  16.45 
 Low   8 80.77  24.34 
Session 3 
 High   5 83.20  29.25 
 Medium  7 91.14  23.06 
 Low   8 80.77  19.71 
Session 4 
 High   5 84.60  27.21 
 Medium  7 77.00  35.44 
 Low   8 66.97  27.04 
Session 5 
 High   5 78.20  19.87 
 Medium  7 87.29  28.05 
 Low   8 59.70  25.41 
Session 6 
 High   5 72.80  15.19 
 Medium  7 79.00  20.45 
 Low   8 64.16  29.70 
Session 7 
 High   5 74.20  16.69  
 Medium  7 82.29  28.24 
 Low   8 65.63  39.07 
Session 8 
 High   5 68.60  16.07  
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 Medium  7 86.00  14.07 
 Low   8 63.21  28.99 
Session 9 
 High   5 59.63  11.05 
 Medium  7 80.29  26.39 
 Low   8 57.16  23.23 
Session 10 
 High   5 74.80  20.39 
 Medium  7 80.71  31.87 
 Low   8 60.88  35.98 
 
Table 13 
Main and Interactive Effects of Session and Level of Process Focus on OQ-45 
Total Score  
 
Test of Within-Subjects Effects 
Source df Mean 
Square 
F p Partial Eta 
Squared 
Session 9 781.26 3.49 .001 .170 
Session*Process 
Focus 
18 147.66 .660 .846 .072 
Error (Factor 1) 153 223.75    
 
Test of Between-Subjects Effects 
Source df Mean 
Square 




2 5813.79 1.23 .317 .126 






















OQ-45 Total Score by Level of Process Focus for Sessions One Through Ten 
There was a large effect size for time. Trend analysis suggested a significant 
linear trend for session [F(1,17) = 13.22, p =.002, partial eta squared = .437] and 
no other significant components of trend (e.g., quadratic, cubic). This suggests 
that when data from all groups were aggregated, a significant linear decrease in 
OQ-45 score over time was present. While this analysis failed to support the 
hypothesis that OQ-45 scores would be significantly different over time based on 
group membership, results suggest that as therapy progresses, there is a  
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significant linear change in general symptom severity over time regardless of 
level of group process focus.  
The second profile analysis used amount of process focus (low, medium or 
high) as identified by the Group Leader Interview as the grouping variable and 
ISEL-S score on session one through 10 as the continuous variable to assess the 
impact of process focus on participants ability to form social bonds. The 
assumption of sphericity was violated as evidenced by a Greenhouse-Geisser 
epsilon value of .44 and thus the Greenhouse-Geisser adjustment for degree of 
freedom was interpreted. Level differences, or whether the groups’ means on the 
dependent variable differed significantly, was tested by examining the test of 
between-subject effects. The group main effect for level of process focus was not 
found to be statistically significant [F (2,17) = .274, p =.764, partial eta squared = 
.031]. See Table 15 for results.  Parallelism of the group profiles was tested by 
examining the time by group interaction. No significant interaction between 
session and process focus was found [F (7.94, 67.5) = .561, p =.805, partial eta 
squared = .062]. Flatness of profiles, or whether the dependent variable elicited 
the same average response over time, was statistically significant [F (3.97,67.5) = 
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Table 14 
Descriptive Statistics for Participants’ ISEL-S Total scores by Level of Process 
Focus for Session 1 through Session 10 
Session Number and  N Mean   SD 
Level of Process Focus 
Session 1 
 High   5 16.40  4.28 
 Medium  7 13.85  5.21 
 Low   8 15.62  5.40 
Session 2 
 High   5 14.80  4.66 
 Medium  7 15.57  4.20 
 Low   8 14.13  6.08 
Session 3 
 High   5 14.80  6.14 
 Medium  7 14.71  4.72 
 Low   8 16.00  7.05 
Session 4   
 High   5 15.80  4.44 
 Medium  7 14.71  5.25 
 Low   8 17.34  7.43 
Session 5 
 High   5 17.20  3.35 
 Medium  7 14.71  5.53 
 Low   8 18.00  7.19 
Session 6 
 High   5 18.40  3.05 
 Medium  7 16.43  4.50 
 Low   8 19.03  6.35 
Session 7 
 High   5 18.40  2.79 
 Medium  7 16.42  5.62 
 Low   8 18.84  8.41 
Session 8 
 High   5 16.40  4.28 
 Medium  7 15.68  4.10 
 Low   8 17.52  6.70 
Session 9 
 High   5 18.27  3.98 
 Medium  7 16.00  4.51 
 Low   8 19.69  5.52 
Session 10 
 High   5 17.40  5.03 
 Medium  7 16.71  4.27 
 Low   8 17.37  8.37 
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Table 15 
Main and Interactive Effects of Session and Level of Process Focus on ISEL-S 
Score  
 
Test of Within-Subjects Effects 
Source df Mean 
Square 
F p. Partial Eta 
Squared 
Session 3.97 62.99 .323 .018 .16 
Session*Process 
Focus 
7.94 10.93 .567 .805 .062 
Error (Factor 1) 67.5 19.48    
 
Test of Between-Subjects Effects 
Source df Mean 
Square 




2 67.21 .274 .764 .031 
Error 17 245.5    
Figure 3  
ISEL-S Total Score by Level of Process Focus for Sessions One Through 10 
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A large effect size was found for time. Trend analysis suggested a significant 
linear trend for session [F(1,17) = 8.74, p =.009, partial eta squared = .339] and 
no other significant components of trend (e.g., quadratic, cubic). While this 
analysis failed to support the hypothesis that ISEL-S scores would be significantly 
different over time based on group membership, results suggest that as therapy 
progresses, there is a significant linear change in the ability to form social bonds.  
The third profile analysis used amount of process focus (low, medium or 
high) as identified by the Group Leader Interview as the grouping variable and 
WAI-B score on session one through 10 as the continuous variable to assess the 
impact of process focus on participants ability to form social bonds. The 
assumption of sphericity was violated as evidenced by a Greenhouse-Geisser 
epsilon value of .39 and thus the Greenhouse-Geisser adjustment for degree of 
freedom was interpreted. Level differences, or whether the groups’ means on the 
dependent variable differed significantly, was tested by examining the test of 
between-subject effects. Group main effect for level of process focus was not 
found to be statistically significant [F(2,17) = .814, p =.46, partial eta squared = 
.087]. Parallelism of the group profiles was tested by examining the time by group 
interaction. A statistically significant interaction between session and process 
focus was found [F (7.09, 60.24) = 2.45, p =.028, partial eta squared = .217]. 
Flatness of profiles, or whether the dependent variable elicited the same average 
response over time was statistically significant [F(3.54,60.24) = 4.71, p =.003, 
partial eta squared = .217] (See Table 17 and Figure 4).   
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Table 16 
Descriptive Statistics for Participants’ WAI-B Total scores by Level of Process 
Focus for Session 1 through Session 10 
Session Number and  N Mean   SD 
Level of Process Focus 
Session 1 
 High   5   8.40  7.09 
 Medium  7 16.71  3.25 
 Low   8   7.38  6.12 
Session 2 
 High   5 11.60  2.51 
 Medium  7 16.00  4.36 
 Low   8 13.17  5.53  
Session 3 
 High   5 12.20  2.49 
 Medium  7 14.71  5.28 
 Low   8 14.75  4.46 
Session 4 
 High   5 13.40  2.79 
 Medium  7 15.14  5.24 
 Low   8 15.50  4.54 
Session 5 
 High   5 14.60  2.70 
 Medium  7 15.00  5.54 
 Low   8 15.66  4.30 
Session 6   
 High   5 14.00  2.12 
 Medium  7 15.00  5.10 
 Low   8 15.98  3.82 
Session 7 
 High   5 13.60  2.30 
 Medium  7 15.00  4.93 
 Low   8 16.22  2.49 
Session 8 
 High   5 14.40  2.30 
 Medium  7 15.30  3.40 
 Low   8 15.62  4.03 
Session 9 
 High   5 15.70  3.53 
 Medium  7 16.14  4.10 
 Low   8 16.78  2.17 
Session 10 
 High   5 12.60  7.37 
 Medium  7 16.00  3.61 
 Low   8 15.05  4.74 
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Table 17 
Main and Interactive Effects of Session and Level of Process Focus on WAI-B 
Score  
 
Test of Within-Subjects Effects 
Source df Mean 
Square 
F Sig. Partial Eta 
Squared 
Session 3.54 101.92 4.71 .003 .217 
Session*Process 
Focus 
7.09 53.05 2.45 .028 .224 
Error (Factor 1) 60.24 21.65    
 
Test of Between-Subjects Effects 
Source df Mean 
Square 




2 88.63 .814 .460 .087 
Error 17 108.91    
 
Figure 4 
WAI-B Total Score by Level of Process Focus for Sessions One Through 10 
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A large effect size was found for time. Tests of within subject contrasts suggested 
a significant linear trend [F(1,17) = 16.29, p =.001, partial eta squared = .489], 
and 6thorder trend [F(1,17) = 9.01, p =.008, partial eta squared = .346]for session. 
Effect sizes for both trends are very large.  
There was a large effect size for time by group interaction. Tests of within 
subject contrasts suggested a significant linear trend for session [F(2,17) = 5.43,  
p =.015, partial eta squared = .390] and quadratic trend [F(2,17) = 3.63, p =.049, 
partial eta squared = .299] for session by group interaction. Similarly to flatness  
trends, effect sizes for parallelism trends are very large. These results indicate a 
complex pattern of change over time.  
Simple main effects contrasts were run to follow up on the significant 
interaction. Once the file was split into high, medium and low bonding ability 
groups, WAI-B change over time was found to be significant for the only low 
bonding ability groups [F(3.14, 21.97) = 6.01, p =.003, partial eta squared = 
.462], and a very large effect size was present. This means that the only group that 
experienced a significant increase in WAI-B over time was the low process group. 
Tests of within subjects contrasts revealed significant linear [F(1, 7) = 16.42,  p 
=.005, partial eta squared = .701] and quadratic [F(1, 7) = 10.84,  p =.013, partial 
eta squared = .608] trends for low process groups. Tests of within subject 
contrasts also suggested a significant fifth order trend for high process groups 
[F(1,4) = 14.28,  p =.019, partial eta squared = .281]. While the mean of WAI-B 
scores was the highest of any of the three groups, no significant effects were 
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found for change in WAI-B score over time for medium process groups. The 
interaction required to support the hypothesis that those in process-oriented 
groups would have the greatest improvements in bonding ability over the course 
of 10 weeks of group treatment was significant.  Results suggest, however, that 
those in low process groups were the only participants who experienced a 
statistically significant change in WAI-B over time. Those in high process groups 
were found to have a significant fifth order trend for time, suggesting that when 
aggregated over time, participants in the high process groups experienced a 
complex pattern of change in their ability to form bonds. While the hypothesis 
that high process groups would produce the most change in WAI-B scores was 
not supported, it is clear significant change occurs over time for those in both high 
and low process groups.  
 Research Question 1.  The single research question of this study sought to 
determine if there was a difference in outcome (social support/bonds and 
symptom severity) between clients in open group treatments compared to those in 
closed groups. To address this research question, two profile analyses were 
conducted with open or closed group as the grouping variable and scores on the 
OQ-45 and ISEL-S on sessions one through 10 as the outcome variable.  
The first profile analysis used group type (open or closed) as identified by 
the Group Leader Interview as the grouping variable and OQ-45 score on sessions 
one through 10 as the continuous variable. Assumptions for profile analysis were 
tested and were tenable. Level differences, or whether the groups’ means on the 
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dependent variable differed significantly, was tested by examining the test of 
between-subject effects. A group main effect for level of process focus was not 
found to be statistically significant [F(1,18) = .111, p =.775, partial eta squared = 
.006]. Parallelism of the group profiles was tested by examining the time by group 
interaction. No significant interaction between session and process focus was 
found [F (9, 162) = .371, p =.947, partial eta squared = .002]. Flatness of profiles, 
or whether the dependent variable elicited the same average response over time  
was statistically significant [F(9,162) = 3.05, p =.002, partial eta squared = .145] 
(Figure 5).   
Table 18 
Descriptive Statistics for Participants’ OQ-45 Total scores by Open versus 
Closed Group Status for Session 1 through Session 10 
Session Number and  N Mean   SD 
Group Status 
Session 1 
 Open Group  6 77.33  15.60 
 Closed Group  14 88.36  21.61 
Session 2 
 Open Group  6 83.83  16.95 
 Closed Group  14 85.58  21.36 
Session 3 
 Open Group  6 81.17  29.57 
 Closed Group  14 82.86  29.95 
Session 4 
 Open Group  6 77.33  17.22 
 Closed Group  14 73.84  34.07 
Session 5 
 Open Group  6 71.33  13.56 
 Closed Group  14 75.11  31.38 
Session 6 
 Open Group  6 70.50  15.53 
 Closed Group  14 71.94  26.64 
Session 7 
 Open Group  6 72.83  13.11 
 Closed Group  14 73.93  35.90 
Session 8 
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 Open Group  6 67.33  10.05 
 Closed Group  14 74.76  26.90 
Session 9  
 Open Group  6 64.33  8.62 
 Closed Group  14 66.53  28.16 
Session 10 
 Open Group  6 64.50  17.76 
 Closed Group  14 74.21  35.52 
 
Table 19 
Main and Interactive Effects of Session and Open versus Closed Group Status on 
OQ-45 Score  
 
Test of Within-Subjects Effects 
Source df Mean 
Square 
F Sig. Partial Eta 
Squared 
Session 9 679.84 3.05 .002 .145 
Session*Open 
Group 
9 82.83 .371 .947 .002 
Error (Factor 
1) 
162 223.12    
 
Test of Between-Subjects Effects 
Source df Mean 
Square 
F Sig. Partial Eta 
Squared 
Open Group 1 563.66 .111 .743 .061 
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Figure 5 
Profile Analysis of OQ-45 Total Scores by Group Membership for Sessions One 
through Ten 
 
A large effect size for time was found. Tests of within subject contrasts suggested 
a significant linear trend for session [F(1,18) = 12.25, p =.003, partial eta squared 
= .405] and no other significant components of trend (e.g., quadratic, cubic). This 
analysis provided evidence to support the idea that group membership does not 
appear to result in significant change in OQ-45 score over time based on 
membership in open versus closed groups. Results suggest that as therapy 
progresses, there is a significant linear change in reports of symptom severity for 
members of both open and closed groups.  
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The second profile analysis used group type (open or closed) as identified 
by the Group Leader Interview as the grouping variable and ISEL-S score on 
session one through 10 as the continuous variable to assess the impact of process 
focus on participants ability to form social bonds. The assumption of sphericity 
was violated as evidenced by a Greenhouse-Geisser epsilon value of .46 and thus 
the Greenhouse-Geisser adjustment for degree of freedom was interpreted. Level 
differences, or whether the groups’ means on the dependent variable differed 
significantly, was tested by examining the test of between-subject effects. Group 
main effect for level of open versus closed group was not found to be statistically 
significant [F(1,18) = .1, p =.756, partial eta squared = .006]. Parallelism of the 
group profiles was tested by examining the time by group interaction. No 
significant interaction between session and process focus was found [F (4.18, 
75.15) = .79, p =.541, partial eta squared = .042]. Flatness of profiles, or whether 
the dependent variable elicited the same average response over time was not 
statistically significant [F(4.18, 75.15) = 2.21 p =.074, partial eta squared = .109] 
(See Table 21). 
Table 20  
Descriptive Statistics for Participants’ ISEL-S Total scores by Open versus 
Closed Group Status for Session 1 through Session 10 
Session Number and  N Mean   SD 
Group Status 
Session 1 
 Open Group    6 17.00  3.84 
 Closed Group  14 14.43  5.26 
Session 2 
 Open Group    6 16.17  4.79 
 Closed Group  14 14.21  5.03 
Session 3 
 Open Group    6 16.00  5.66   
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 Closed Group  14 14.92  6.04 
Session 4 
 Open Group  6 17.00  3.41 
 Closed Group  14 15.63  6.74 
Session 5 
 Open Group    6 18.00  1.55 
 Closed Group  14 16.07  6.82 
Session 6 
 Open Group    6 18.17  2.48 
 Closed Group  14 17.88  5.79 
Session 7 
 Open Group    6 18.00  2.00 
 Closed Group  14 17.84  7.44 
Session 8 
 Open Group    6 16.00  3.80 
 Closed Group  14 16.85  5.72 
Session 9  
 Open Group    6 17.17  2.79 
 Closed Group  14 18.42  5.78 
Session 10 
 Open Group    6 17.33  2.80 
 Closed Group  14 17.07  7.14 
 
Table 21 
Main and Interactive Effects of Session and Open Versus Closed Group Status on 
ISEL-S Score  
 
Test of Within-Subjects Effects 
Source df Mean 
Square 
F Sig. Partial Eta 
Squared 
Session 4.18 39.42 2.21 .074 .109 
Session*Open 
Group 
4.18 14.09 .79 .541 .042 
Error (Factor 
1) 
75.15 17.87    
 
Test of Between-Subjects Effects 
Source df Mean 
Square 
F Sig. Partial Eta 
Squared 
Open Group 1 23.7 .1 .756 .006 
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There is no significant effect of open versus closed group status on form social 
bonds over time as measured by the ISEL-S.  
Supplemental Analyses 
Some previous studies have illustrated the efficacy of group treatments for 
sexual trauma (Bradley & Davino, 2007; Mendelsohn et al., 2007; Robertson et 
al., 2004) and thus this was not a primary focus of this research, yet, analyses 
were conducted to determine the pre- versus post-treatment effects of 10 weeks of 
group therapy on ability to form social bonds (ISEL, WAI) and symptom severity 
(OQ-45, PCL-C). A series of paired sample t-tests were conducted to address the 
question of whether treatment produced statistically significant change on the 
variables of interest using a pretest-posttest design. The assumptions of normality, 
and homogeneity of variance were tested and were tenable; independence was 
assumed as discussed earlier. 
A paired sample t-test was conducted to evaluate the impact of the group 
treatment on participants’ OQ-45 total score. There was a statistically significant 
decrease in OQ scores from Session 1 (M=85.1, SD=20.26) to Session 10 
(M=71.3, SD=31.9), t(19)= 2.68, p=.015. The mean decrease in OQ score was 
13.8 with a 95% confidence interval ranging from 2.9 to 24.5. The eta squared 
statistic was .27 indicating a large effect size.  
A paired sample t-test was conducted to evaluate the impact of the group 
treatment on participants’ PCL-C total score. There was a statistically significant 
decrease in PCL-C mean score from pretreatment (M=54.35, SD=12.07) to post -
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treatment (M=44.4, SD=13.53), t(19)= 4.85, p< .001. The decrease in the PCL-C 
mean score was 9.95 with a 95% confidence interval ranging from 5.66 to 14.24. 
The eta squared statistic was .55 indicating a large effect size.  
A paired sample t-test was conducted to evaluate the impact of the group 
treatment on participants’ ISEL-S mean total score. There was a statistically 
significant increase in ISEL-S score from Session 1 (M=15.2, SD=4.92) to 
Session 10 (M=17.15, SD=6.08), t(19)= -2.37, p=.028 indicating an increase in 
ability to form social bonds. The mean increase in ISEL-S score was 1.95 with a 
95% percent confidence interval ranging from .22 to 3.67. The eta squared 
statistic was .22 indicating a large effect size.  
A paired sample t-test was conducted to evaluate the impact of the group 
treatment on participants’ WAI Bonds scale score. There was a statistically 
significant increase in WAI-B score from Session 1 (M=10.9, SD=6.85) to 
Session 10 (M=15.05, SD=4.74), t(19)= 2.71, p=.014. The mean increase in WAI-
B score was 4.15 with a 95% confidence interval ranging from .94 to 7.35. The 
eta squared statistic was .28 indicating a large effect size. This suggests that group 
treatment produced a large change in ability to form a bond with the therapist 
from pre to post treatment. 
Table 22 
Paired Sample t-tests and Effect Size for Pre and Post Treatment Scores on OQ-
Total Scale Score, PCL-C Total Scale Score, ISEL-Self Esteem Scale, and WAI 
Bonds Scale 
 
Pair Mean df Sig. (2-
tailed) 
Eta Squared 
OQ-T Session 1 
OQ-T Session 10 
85.1 
71.3 
19 .015 .27 
	  





19 <.001 .55 
ISEL-S Session 1 
ISELS Session 10 
15.2 
17.2 
19 .028 .22 
WAIB Session 1 
WAIB Session 10 
10.9 
15.1 
19 .014 .28 
 
Chapter Summary 
Of the 31 women who began the research, 20 completed the requirements 
for inclusion in the study. In spite of a priori analyses suggesting a larger sample 
size would be required to provide sufficient power, preliminary analyses 
suggested the projected effect size was underestimated, and thus, all analyses 
were conducted as planned.  Missing data for the remaining 20 participants were 
interpolated using the mean of the nearest four data points. The possibility of 
intergroup correlation was assessed and group membership was not found to be a 
significant predictor on any of the variables of interest. Assumptions were tested, 
and were tenable.  
 Three hypotheses and one research question were tested. Partial support 
was found for Hypothesis 1, which suggested that participants reporting the 
greatest ability to form social bonds experienced the greatest improvements in 
functioning over 10 weeks of treatment. Results suggested that women in the high 
bonding ability group had significantly lower levels of symptom severity over 10 
weeks of treatment then did women in the low bonding ability group, although 
they did not significantly differ from the medium ability to form social bonds 
group.  
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Hypothesis 2 explored the influence of social bonding ability on symptom 
severity. Results of the hierarchical multiple regression suggested that while 
pretreatment bonding ability did contribute unique variance to models predicting 
symptom severity, after controlling for pretreatment symptom severity the 
contribution of social bonds was not significant.  
Support was found for Hypothesis 3. Results suggested that there was a 
significant difference between high, medium and low process groups in 
participants’ ability to form social bonds and levels of symptom severity over 
time. The hypothesis that those in the high process group would have the highest 
levels of bonding ability and greatest symptom reduction was not supported. 
Results suggest that those in low process groups were the only participants who 
experienced a statistically significant change in bonding ability over time. 
However, when aggregated over time, the participants in the high process groups 
experienced a complex pattern of change in their ability to form bonds. While the 
hypothesis that high process groups would produce the most change in WAI-B 
scores was not supported, it is clear that significant change occurred over time for 
those in both high and low process groups but no significant effects were found 
for those in groups with a medium amount of process.  
 The research question looked at whether members of open and closed 
groups would have significant differences in scores on the ISEL-S and OQ-45. 
Results of profile analyses suggested that there was no significant difference in 
the ability to form social bonds in open versus closed groups. However, a 
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difference was found in symptom severity, with those in closed groups reporting 
significantly higher levels of symptom severity than those in open groups.  
Supplemental analyses suggested that regardless of type of group, 
significant differences were present between pre and post treatment on all 
variables of interest in the study. This result showed that group members 
improved on OQ-45 mean score, PCL-C means score, ISEL-S mean score, and 
WAI-B mean score over the course of 10 sessions of group treatment. Chapter 4 
























 This study is the first to investigate the session-to-session change in 
symptom severity and social bonding ability in naturally occurring groups for 
survivors of sexual trauma. The concept of social bonding ability was addressed 
by examining the participants’ beliefs about the availability of social support, 
their beliefs about themselves, and their beliefs about their relationships with their 
group leaders. Because this study also examined factors of group psychotherapy 
that contribute to positive outcomes in group treatment, data were also collected 
on the level of process focus used by the leaders and the symptom severity of the 
participants with respect to general functioning and symptoms of PTSD. As 
research addressing the differences between open and closed groups is extremely 
limited, this study also examined the relationship between open and closed group 
status as it related to symptom severity and bonding ability.  
 This study has many important findings and implications. Similar to 
several other studies (Alexander et al., 1989; Dorrepaal et al., 2010; Dunn et al., 
2007; Lubin et al., 1998; Tourigny & Herbert, 2007), this study once again 
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underscores the fact that group treatment for sexual trauma survivors is effective.  
Overall, this study offers implications for future research and highlights the 
importance of continued study of social bonding ability as an important factor 
influencing treatment outcome for women with a history of sexual trauma. 
Measurement of social bonding ability has implications both for pregroup 
screening as well as a potential area of specific focus in group treatments for CSA 
and ASA. Study findings, limitations, and areas for future research are addressed 
below.  A strength of this study is that it was conducted with women who were in 
group treatment for either CSA or ASA. Conducting research with this population 
is complex for several reasons and these concerns, such as stigma and privacy, 
may be some of the reasons that limited research has been conducted on the 
treatment for sexual abuse trauma.  As with many studies of naturally occurring 
groups, various factors contribute to participant dropout and incomplete data in 
research studies. As expected, some of these factors occurred in this study and 
both resulted in a small sample size and limited the generalizability of the results.  
Specific Findings and Implications 
 This study contributed to the research on sexual abuse trauma by 
investigating the relationship between social bonding ability and symptom 
severity, the influence of level of process focus used by group leaders on 
participants symptom and interpersonal outcome measures, and whether there is a 
significant difference in the efficacy of treatment in open versus closed groups for 
female survivors of sexual trauma.  
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The Relationship between Sexual Trauma and Social Bonds 
Previous research results have clearly indicated that a relationship exists 
between social variables and risk for and recovery from disorders of extreme 
stress (Borja et al., 2006; Charuvastra & Cloitre, 2008; Ford et al., 1997; Hyman 
et al., 2003; Kernhof et al., 2008; Lyons et al., 1998; Norris & Kanisty, 1996; 
Pearlman & Courtois, 2005). Despite the large body of research indicating that 
social bonds are salient as both risk and protective factors following a sexual 
trauma, most previous studies of survivors have not assessed social or 
interpersonal relationships as outcome variables.  Even fewer studies have 
examined the role of social bonds in group treatment for trauma survivors. In the 
present research, two measures of interpersonal functioning were used: the 
Interpersonal Support Evaluation List- Self Esteem Scale (ISEL-S), and the 
Working Alliance Inventory-Bonds Scale (WAI-B). The review of the literature 
on therapeutic alliance suggests that the bond subscale of the Working Alliance 
Inventory may be better able to predict outcome than the task and goal agreement 
facets (Muran et al., 1994).  Hyman et al. (2003) suggested that self-esteem 
support, the most influential predictor of PTSD symptoms, might offset feelings 
of guilt, self-blame, and worthlessness often experienced by survivors of sexual 
abuse.   
A major finding of the current study was that there were significant 
differences in symptom severity based on participant beliefs about their ability 
form social bonds as measured by the ISEL-S. Those in the high bonding ability 
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groups were found to have the lowest symptom severity scores throughout 
treatment, while those in the low bonding ability group had the highest symptom 
severity scores over the course of treatment. This finding is consistent with 
findings of previous studies that suggest that the ability to form social bonds 
predicts resilience following a trauma (Berwin, Andrews, & Valentine, 2000; 
Cloitre et al., 1997; Gibson & Hartshorne, 1996; Lundqvist et al., 2004; Schumm 
et al., 2006; Ullman & Filipas, 2001; Zollner et al., 1999). Yet in this study, a 
very hopeful finding was that group treatment was effective for women regardless 
of their level of bonding ability.  Women who acknowledged low levels of 
bonding ability also showed a reduction in symptom severity over time at 
approximately the same proportion as those with higher levels. Thus, the starting 
level of social bonding did suggest the level of bonding at session 10. Although 
more research is needed, this result may guide the type of treatment and amount 
of treatment that would be beneficial for women depending on their bonding 
ability as measured by the ISEL-S prior to treatment.  
These findings are consistent with the literature on sexual trauma and 
ability to form social bonds (Dorrepaal et al., 2010; Lubin et al., 1998; Lundqvist 
et al., 2006; Payne, Liebling-Kalfani, & Joseph, 2007; Tourigny & Herbert, 2007; 
Zlotnick, Shea, Rosen, Simpson, & Ulrein et al., 1997). In their qualitative study, 
Bradley and Davino (2007) found that of all of the sequelae of child abuse 
reported by their participants, difficulty in interpersonal relationships were the 
most resistant to change in adulthood, and that the ability to have trusting 
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interpersonal relationships was related to post-traumatic resilience. One of the 
benefits regularly cited as a benefit of group treatment, and possibly over 
individual treatment, is that interpersonal problems can be addressed and new 
behaviors can be practiced (Corey & Corey, 2006).  It is likely that group 
treatment provided members with a safe environment for rebuilding social bonds 
and trust which in turn increased levels of social bonds for all bonding levels and 
enabled participants to benefit from the treatment regardless of pretreatment 
bonding ability.  
With regard to social bonding, one interesting observation was that while 
women in the medium and high bonding ability groups reported a general 
downward trend in symptom severity over time, the women in the low bonding 
ability group reported a significant increase in symptoms at session 10. All 
participants were aware that the research study would conclude after 10 sessions 
and for some of these women, the group treatment was also ending. While the 
subsample of women in the low bonding ability group is small, it is possible that 
women with the lowest ability to form social bonds were most affected by the loss 
of a relationship with the researcher, research assistants, and in some cases, the 
end of their group therapy. These results are consistent with the findings of 
Schumm et al. (2006) that suggested that while social support may act as a 
protective factor for developing psychological disorders in individuals with a 
higher lifetime history of trauma, these individuals are also the least likely to have 
a strong social support network. If relationships are more volatile and difficult to 
	  
	   113 
start and maintain for women with low bonding ability, it makes sense that as a 
group they might be most affected by the ending of relationships, regardless of the 
intensity of those relationships.  
The Relationship between Social Bonds and Symptom Severity  
 Previous research on the correlation between social bonding ability and 
symptom severity found that self-esteem and appraisal support accounted for 
10.6% of the variance in PTSD symptoms (Hyman et al., 2003).  The authors 
suggest that self-esteem support, the most influential predictor of PTSD 
symptoms, might offset feelings of guilt, self-blame, and worthlessness often 
experienced by survivors of sexual abuse (Hyman et al., 2003). Unfortunately, 
because correlation was used as the method of analysis the cause and effect 
relationship between these variables is unclear.  
Given Hyman et al.’s findings along with those of the present study that 
women with the greatest ability to form social bonds reported the lowest levels of 
symptom severity throughout group treatment, the hypothesis that the ability to 
form social bonds would predict symptom severity at post treatment seemed like a 
logical one to explore. Results from a hierarchical multiple regression, however, 
indicated that after controlling for pretreatment symptom severity, level of 
bonding ability was not a significant predictor of post-treatment symptom 
severity. Social bonding ability as measured by the ISEL-S explained only 5.9% 
of the variance in general symptom severity (OQ-45 session 10) and 4% of the 
variance in PTSD symptoms (PCL-C session 10).  This finding is curious and 
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could be a result of the small sample or other variables that have been shown to 
predict symptom severity following a trauma such as life stress after the trauma, 
trauma severity, or type of trauma (CSA versus ASA) suggested by Berwin et al. 
(2000) in their meta analysis. However, the results of the meta analysis also 
suggested that lack of social support had the highest correlation with developing 
PTSD following a trauma.  Alternately, the results may be explained in part by 
controlling for pretreatment symptom severity, which may have removed some of 
the variance that may be more accurately attributed to interpersonal bonding 
ability. The OQ-45 in particular includes a subscale that measures interpersonal 
functioning. Attributing the shared variance between the OQ-45 and the ISEL-S 
to symptom severity rather than social bonds may be inappropriate. It is 
interesting to consider whether measures that assess strict symptom severity and 
do not overlap with social bonding could have different results. For example, 
someone with poor ability to form social relationships but who desires those 
relationships would be likely to experience psychological distress, and 
conversely, someone in psychological distress would have difficulty maintaining 
interpersonal relationships. While results of this study suggest that interpersonal 
bonds do not significantly predict symptom severity when pretreatment severity is 
controlled, it is clear that they do contribute to the ability to benefit from 
treatment. While these findings do not describe a one–to-one relationship between 
social bonds and symptom severity, they do suggest that a focus on the 
assessment of social bonds throughout treatment is important and that a focus on 
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improving the ability to form trusting relationships in treatment would likely be 
related to a reduction in symptom severity.  
Level of Process Focus and Bonding Ability 
 While the focus of trauma groups may vary and range from structured 
psychoeducational symptom reduction groups to unstructured interpersonal 
process groups, quantitative studies of group treatments for trauma point to the 
efficacy of group treatments regardless of their structure or focus for the sexual 
trauma survivor population (Dorrepaal et al., 2010; Dunn et al., 2007; Lubin et al., 
1998; Tourigny & Herbert, 2007).   It is possible that the lack of statistical 
difference found between the group treatments is explained by the fact that the 
positive effect of group interaction on social bonding ability is responsible for 
symptom reduction. In their study of process versus psychoeducational groups for 
CSA survivors, Alexander et al. 1989 found no differences between groups on 
measures of psychological symptoms. However, results indicated that the 
participants in the process group experienced statistically significant increases in 
social functioning compared to the interpersonal transaction group which was 
educational/didactic. The process group was structured to maximize focus on 
interpersonal process throughout the treatment whereas the interpersonal 
transaction group was structured to minimize the focus on group process. 
 Based in part on the findings of Alexander et al. (1989), the present study 
tested the hypothesis that members of more process oriented groups would show 
greater improvements in interpersonal functioning and symptom severity than 
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members of groups that were less process or more psychoeducational in nature. 
This hypothesis was tested using both a measure of perceived social support 
(ISEL-S), and a measure of the quality of the bond with the therapist (WAI-B), as 
the outcome measure of interpersonal functioning. The OQ-45 was used as the 
measure of symptom severity. Unlike Alexander et al. who controlled the group 
format for their randomized study, the groups in the present study were 
representative of how groups are typically conducted in mental health setting and 
did not fit neatly into a dichotomy of either psychoeducational or process 
oriented. Rather, self-report of group leaders suggested wide-ranging levels of 
process focus. In order to analyze session-to-session changes occurring in the 
groups based on level of process focus, these data were collapsed into high, 
medium, or low process for the purposes of this analysis.   
Symptom severity. For the women in this study, results suggested that 
there was no significant difference in symptom severity over time based on 
membership in high, medium, or low process groups when the OQ-45 was used as 
the measure of symptom severity. This finding is consistent with Alexander et al. 
(1989) who found no significant difference between a process and an 
interpersonal transaction group on measures of symptom severity.  
ISEL-S. When the ISEL-S was used as the measure of bonding ability, this 
study found nonsignificant results for the hypothesis that women in high process 
groups would experience the greatest improvement in ability to form social bonds. 
However, this finding may be interpreted to mean that all group leaders who 
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participated in this study used a sufficient amount of process focus to facilitate the 
improvement in ability to form social bonds over time. All groups included in the 
research used some amount of group process with no group leaders defining their 
groups as strictly psychoeducational in nature. Along with the findings of 
Alexander et al. (1989) that groups designed to minimize process were not 
effective at improving social bonding ability, these findings suggest that some 
amount of process may be necessary for improved bonding ability.  
WAI-B. According to Stiles et al. (1998): 
Forming and maintaining a relationship characterized by bond, 
partnership, confidence, openness and initiative could plausibly be 
considered a positive outcome as well as a means of psychological 
treatment (p. 800).   
 
While using the ISEL-S failed to illustrate significant differences in social 
bonding ability between groups over time, results were different when the WAI-B 
was used as the measure of social bonding ability. Rather than measuring the 
participant’s level of perceived social support with the ISEL, the WAI measures 
the participant’s evaluation of her relationship with the group leader. In order to 
provide an additional measure for social bonding ability, the bonds scale of the 
WAI was used in the present research.   
Results on this measure showed once again that level of bonding ability 
increased over time regardless of group membership. Dissimilar to the results for 
the ISEL-S, when the WAI-B was used as the measure of bonding ability 
participants in low process groups showed the greatest improvements in bonding 
ability over time. Participants in medium process groups showed no significant 
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change in ability to form bonds over time, though their levels of ability to form 
bonds were highest throughout treatment. Those in high process groups had the 
lowest levels of bonding ability over time, however, the pattern of improvement 
in bond to the group leader improved similarly to that of low process groups. 
Group members reported a dip in bond scale score at their 10th session of data 
collection regardless of the level of process. This finding suggests that leaders 
should carefully attend to group termination and how it might impact the group 
members and their relationship with the group leader. 
  The relationship between clients and their therapists has been found to be 
predictive of positive outcomes in psychotherapy (Eaton, Abels, & Gutfreund, 
1988; Martin, Garske, & Davis; 2000). Despite the acknowledged importance of 
the therapeutic relationship for survivors of CSA and ASA (Charuvastra & 
Cloitre, 2008; Cloitre et al., 2002; Martsolf & Draucker, 2005), it appears that this 
is the first study to assess working alliance as it relates to group treatment for 
trauma survivors.  These findings suggest that regardless of level of process focus, 
group treatments produced a significant increase in the ability to bond to the 
therapist over time. 
Unlike the findings of Alexander et al. (1989), the results of this study 
suggest that no significant difference between high and low process groups was 
found in the ability to form bonds when measured by the ISEL-S, or those in low 
and high process groups were the only groups with a significant improvement in 
ability to form bonds over time when measured by the WAI-B. When the WAI-B 
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was used, those in the moderate process groups had the most stable and highest 
ratings of their therapist over time. While Alexander et al. did not measure bond 
to the therapist, the ability to form a relationship with the therapist has been 
shown to be particularly important in research on individual treatments for trauma 
survivors (Charuvastra & Cloitre, 2008).  
Unlike the previous hierarchical multiple regressions, the profile analyses 
that addressed the relationship between level of process focus and outcome did 
not control for pretreatment symptom severity or pretreatment bonding ability.  
Findings of this study suggest that social bonding ability and symptom severity 
may have been systematically different based on the ability to engage in groups 
with different levels of process focus. To say this in another way, groups that use 
high levels of process are often intense and seen as quite intimate as they look 
deeply at what is occurring in the group dynamics between members as it occurs 
in the here and now of the group (Yalom, 2005).  It is possible that some 
participants who were in groups on the lower end of the use of process (low and 
medium) were more comfortable with the lower levels of challenging they 
received by the group leader due to the more didactic environment and thus, 
reported higher levels of bonding with their therapist throughout treatment when 
the WAI-B was used as the outcome measure.  
These findings may suggest that for women with CSA and ASA, 
developing a group climate that increases trust and allows for vulnerability might 
occur more slowly depending on the ability of the members to form social bonds. 
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The amount of process focus might make a difference in how group members 
bond with their group leaders and although this finding is based on the results of a 
very small sample size, this relationship should be investigated in future research.  
Similarly to the findings discussed above for the relationship between 
social bonding ability and symptom severity, a dip was present for many 
participants at the tenth session. This reported reduction in bonding ability was 
evident on both measures of bonding (WAI-B and ISEL-S) and was only reported 
by those in high and low process groups and not those in groups with a medium 
level of process focus. These findings suggest that termination of social 
relationships may be of special importance and concern for those engaged in 
groups that address a history of sexual trauma. It is possible that these finding are 
more related to bonding ability than level of process focus, with women with the 
lowest ability to form social bonds the most affected by the loss of a relationship 
at the end of data collection or treatment. Alternately, these findings may suggest 
a moderate level of process focus was a good fit for women with a history of 
sexual trauma. While more research is needed to confirm this finding, if amount 
of process is important in CSA and ASA group members, the results would have 
implications for matching participants to groups based on the level of process 
focus. Additionally, knowledge of participants’ level of bonding ability could 
sensitize leaders to those members who might be likely to experience symptom 
distress at the end of group treatment. Although termination of group 
psychotherapy should always be done with care, for those group members who 
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have difficulty bonding with others, the termination process is even more critical. 
The ending of a group needs to be sensitive to the relationships developed within 
the group and on helping group members develop a social support system outside 
of group. 
Open Versus Closed Groups 
While most research studies for this population assess outcomes of closed 
group treatments for sexual trauma survivors, this focus on closed groups fails to 
reflect the proliferation of open groups for sexual trauma survivors available to 
the community. Only one study comparing open and closed group treatments for 
trauma survivors was located; however the study participants were juveniles and 
thus the generalizability of the results to adult trauma survivors is questionable 
(Tourigny & Herbert, 2007). Tourigny and Herbert (2007) found that symptom 
reduction was consistent across open and closed group treatments. Due to the lack 
of sufficient extant research, the current study looked at whether there was a 
difference in outcome (social bonding ability and symptom severity) for clients in 
open group treatments compared to those in closed groups.  
When using the OQ-45, there was no significant difference in the 
symptom severity across 10 sessions of treatment between participants in open or 
closed groups as both groups experienced similar rates of reduction in symptoms 
over time. Based on the idea proposed by many group leaders in the community 
that sexual trauma survivors are too emotionally fragile to withstand the constant 
change of an open group, the findings that members have very similar levels of 
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symptom severity is surprising. More research is needed to confirm this finding. 
When bonding ability as measured by the ISEL-S was the outcome measure, 
results suggested that there were no significant differences between participants in 
the open and closed groups.  
The findings of this study are consistent with those of Tourigny and 
Herbert (2007) and provide support for the use of both open and closed group 
treatments with sexual trauma survivors. Several factors make such support for 
open group treatment for this population especially important.  
The open group intervention can be seen as efficient as a closed group 
intervention while presenting the advantage of being easier to implement 
and maintain, especially in settings where the number of potential 
participants is low (Tourigny & Herbert, 2007, p. 345).   
 
Implications for treatment noted by Tourigny and Herbert include reducing wait 
time for entry of new members and addressing issues of dropout that is prevalent 
in group treatments for sexual trauma.  While these findings for the efficacy of 
open group treatments are promising, it is also important to note that a greater 
proportion of women who dropped out of treatment during the study were 
members of open groups. Women who completed the study and those who 
dropped out were not different on any of the major variables of analysis. 
However, the proportion of dropout from open groups in this study and that 
discussed by Tourigny and Herbert in their study does cause concern. It may be 
that some women with a history of sexual trauma may find joining an open group 
to be too threatening. Implications based on this finding may support Yalom’s 
(2005) suggestion that it is helpful to have two people join an open group at the 
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same time in order to minimize the potential stress on the new members. Further 
research should investigate whether sexual trauma survivors who join open 
groups along with another new member are more likely to persist in treatment.  
Efficacy of Group Treatments for Sexual Trauma 
 While the level of process focus and trauma focus ranges drastically in 
naturally occurring group treatments for trauma, studies of group treatments for 
trauma point to the efficacy of group treatments regardless of their structure or 
focus for sexual trauma survivors (Dorrepaal et al., 2010; Dunn et al., 2007; 
Lubin et al., 1998; Tourigny & Herbert, 2007). Several of these previous studies 
have illustrated the efficacy of group treatments for sexual trauma survivors, 
however the impact of group treatment on interpersonal functioning has been less 
frequently studied. Supplemental analyses were conducted to determine the pre- 
versus post-treatment effects of 10 weeks of group therapy on the ability to form 
social bonds (ISEL-S, WAI-B) and symptom severity (OQ-45, PCL-C). When the 
participants were aggregated into a single group, there were significant pre- to 
post-treatment changes on all measures of outcome. These findings certainly 
underscored the positive benefits of group treatment for CSA and ASA survivors. 
Another positive finding is that the benefits were seen in 10 sessions of treatment, 
which is typically seen as relatively short.  
 For the PCL-C and OQ-45, participants had a statistically significant 
reduction in their symptoms.  Not only was this change statistically significant, it 
was also clinically important as well.  On both measures, the change scores met 
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the thresholds suggested for clinically significant improvements that indicate 
successful treatment outcome. The mean change in PCL-C score was 10, which 
according to the authors of the measure suggest “clinically meaningful” change 
while in treatment (Adkins et al., 2008).  The mean change in the OQ-45 total 
score was approximately 14 points, which is within the reliable change index for 
the measure.  
 Over 10 weeks of treatment in a variety of naturally occurring, uncontrolled 
groups with a range of level of process focus, participants experienced significant 
decreases in symptom severity and significant increases in the ability to form 
social bonds. This finding provides support for the assertion of Robertson et al. 
(2004) that group treatments may be a more efficacious intervention than 
individual treatment for this population. These authors stated:  
Group therapy is suited to addressing the impact of PTSD on an 
individual’s relationship with others, as the modality provides the 
opportunity for social support, social reintegration, and interpersonal 
learning (p.148).  
 
Limitations of the Study 
Despite the positive results of this study and the implications that it 
suggests for future research and practice, there are some caveats that need to be 
considered due to limitations of the research design. One limitation is that this 
study did not employ an experimental design when looking at between group 
differences. Using established groups that were diverse in terms of format and 
content and located in three different mental health settings increases the 
generalizability of the study, yet a controlled design helps to increase the internal 
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validity. For the comparisons concerning three levels of bonding ability; two 
levels of group format (open or closed); and three levels of group process, 
characteristics of the participants and existing groups were used and were not 
always as precisely defined or measured as they would have been in a well-
controlled study. For example, the amount of process was defined by the group 
leader and not by the experimenter.  
The participants self-selected the type of group that they engaged in, and 
although the participants in the therapy groups were not found to be significantly 
different on the measures of the main analyses, the women chose to participate in 
each specific group for unknown reason. Although decisions could have been 
relatively less important such as location close to home, it is also possible that 
certain participants sought out specific groups because they heard from others that 
the group was very beneficial. There are many extraneous variables that exist in 
field studies, such as this one, making conclusions more tentative.  
Another limitation of this study with respect to statistical control is the 
failure to incorporate aspects of the abuse that might impact outcome.  In a recent 
meta-analysis of the efficacy treatment for sexual trauma survivors, Martsolf and 
Draucker (2005) suggested that future research include information on client 
characteristics other than age and gender as well as characteristics of abuse and 
revictimization as group differences may account for variation in efficacy and 
have implications for matching treatment with client.  While these characteristics 
were reported in the participant section of this study, they were not statistically 
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controlled for in the analyses conducted.  While including these elements of the 
abuse experience in the main analyses has been suggested, several studies have 
shown that levels of social support following sexual trauma are stronger 
predictors of subsequent development of PTSD than any factors related to the 
trauma itself (Berwin et al., 2000; Ullman & Filipas, 2001). Due to the small 
sample size of this study, it was decided that there were not adequate numbers of 
women with different types of abuse experiences to analyze or control for these 
differences.  
There is a general consensus regarding the difficulty retaining participants 
in treatment for sexual trauma. Thus it was not surprising that in the present 
research 11 of the 31 initial participants withdrew from group treatment, and 
hence, the study. There also were other women who chose not to participate in 
this study but who participated in group treatment. It is possible that these women 
who did not want to participate in the research study were somehow different than 
those who either agreed to participate but dropped out of treatment, or those who 
completed the research. 
  Another limitation of the research surrounds missing data. The best 
method for addressing missing data has been debated (Schlomer & Bauman, 
2010). In this study, imputation of the mean of the four closest session data points 
was used.  While the choice of this imputation method that may have reduced 
statistical power, measures of effect size were typically large and thus the  
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potential reduction in power should have had less of an impact on the ability to 
detect significant findings.  
While using groups that were naturally existing in the community 
maximizes the ability to apply the results of the present investigation to practice, 
it also leads to some additional limitations. It is possible that there was a 
significant difference in the type of agencies, group leaders, and group members 
who decided to engage in the research than the larger group of sexual abuse 
trauma survivors that seek treatment. Another difficulty encountered due to the 
use of naturally occurring groups was the lack of ability to obtain enough 
participants who had experienced ASA alone in order to compare CSA and ASA 
participants on the main variables of interest. Findings in previous research 
suggest the type of sexual trauma (CSA, ASA, Retraumatization) may have had 
an impact on the variables of the main analyses, particularly ability to form social 
bonds (Kernhof et al., 2008; Schumm et al., 2006). The potential impact of trauma 
variables on the ability to form social bonds is important, as lack of social support 
has previously been shown to be the strongest predictor of developing PTSD 
(Berwin et al., 2000).  
Recommendations for Future Research 
Due to the stigmatized nature of sexual trauma, the limitations related to 
sample size and study attrition, and others discussed above have been noted in 
meta-analytic reviews of the research on this population. While this study had 
many important findings that are generalizable to the community due to the fact 
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that a field study design was employed, Martsolf and Draucker (2005) pointed to 
several problems with the research studies on treatment for sexual trauma 
survivors that are also issues in the present research. The limitations noted by 
Martsolf and Draucker (2005) that were beyond the scope of this study but that 
should be addressed in future research include the lack of random assignment to 
groups, the reliance on client self-report instruments, the lack of longitudinal 
studies lasting more than 12 months post-treatment, varied exclusion criteria and 
lack of reporting pretreatment differences between groups or diagnosis.  
Implementing many of the above suggestions would also involve 
increasing statistical control and limiting external validity. While these types of 
studies are necessary to isolate the specific factors that make group treatments for 
trauma survivors effective, there are also ways of increasing the ability to draw 
conclusion from further studies of naturally occurring groups in the community 
that should occur to confirm and further the results of the present study. Future 
research on group treatments for trauma survivors should employ some of the 
more sophisticated methods of dealing with missing data such as full information 
maximum likelihood and multiple imputation that are less likely to reduce 
statistical power.  Attempts should be made in future research to obtain a larger 
sample, perhaps by extending the data collection time frame for the study or 
expanding the data collection area to multiple states or major metro areas. This 
would both increase statistical power and also likely accrue enough participants 
with histories of CSA only, ASA only, and both CSA and ASA to assess whether 
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these factors impacted the participants ability to form social bonds or their ability 
to benefit from treatment via symptom reduction. While participant diagnosis was 
collected via self-report, future studies should work with agencies and group 
leaders to obtain a clinical diagnosis as previous research has indicated that the 
presence of members with Axis II diagnoses limited the efficacy of the group 
treatment for all group members (Cloitre & Koenen, 2001). Finally, a more valid 
and reliable method of assessing level of process focus should be used in future 
studies. The idea of observing  several video taped sessions of each group 
treatment and training research assistants to objectively rate levels of process 
focus was discussed with some agencies. However, as gaining access to such 
groups even to administer self-report measures was extremely difficult, adding 
another level of intrusion into the therapy group was not appropriate for this 
study.  
While there are many ways to improve the upon the methodology to 
confirm the findings of this study in future research, the findings of the present 
study also suggest additional areas of study that were beyond the scope of this 
research. Findings of the present study suggest that there should me more careful 
research of the termination process of group treatments for sexual trauma 
survivors. Future studies should also look at ways in which leaders can help 
members develop stronger social support networks outside of treatment to buffer 
the impact of the end of therapy. Follow up research should be done to determine 
how the relationship skills learned in group translate to relationships outside of 
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group. The mixed findings for open versus closed group treatment suggest that 
more research should be done on how to best prepare members for entering open 
groups, and perhaps whether having two new members join at once leads to 
retention in treatment. Future research should also look at how women with 
different symptom clusters (PTSD versus complex PTSD or DESNOS) respond to 
treatment and form bonds over time.  
Finally, it is possible that the failure to find significant differences 
between groups was due to common factors. A general consensus in common 
factors research has pointed to the importance of a strong working alliance for 
positive therapy outcome as measured by symptom reduction, and that the 
strength of the therapeutic relationship is a stronger predictor of outcome than is 
theoretical approach employed by the therapist (Lambert, 2004). While 
therapeutic alliance was examined in this study, the other characteristics of the 
therapist, client, etc. referred to as ‘common factors’ were not studied. Future 
research on the factors common to all therapies that may be responsible for 
symptom reduction should be examined in future research.  
Conclusions 
This study is the first to investigate the session-to-session change in 
symptom severity and social bonding ability in naturally occurring groups for 
survivors of sexual trauma. In the context of previous research comparing group 
treatment to no treatment controls, this study once again shows that group 
treatment for survivors of sexual trauma works, as there were significant pre to 
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post treatment changes on all measures of symptom severity and bonding ability 
after 10 sessions of treatment.  A major finding of the current study was that there 
were significant differences in symptom severity based on ability to form social 
bonds. However, findings also indicated that after controlling for pretreatment 
symptom severity, level of bonding ability was not a significant predictor of post 
treatment symptom severity. While results of this study suggest that interpersonal 
bonds do not predict symptom severity, it is clear that they do contribute to the 
ability to benefit from treatment. Another major finding of this study was that 
there were no significant differences in the ability to form social bonds over time 
based on level of process focus of the group and that all groups including some 
amount of focus on process increased the ability to form social bonds. Taken with 
the findings of Alexander et al. (1989) that groups designed to minimize process 
were not effective at improving social bonding ability, these findings suggest that 
some amount of process may be necessary for improved bonding ability.  
This is the first study to assess working alliance as it relates to group 
treatment for trauma survivors.  Findings suggest that regardless of level of 
process focus, group treatments produced significant increases in the ability to 
bond to the therapist over time.  Findings may also suggest that for women with a 
history of sexual trauma, developing a group climate that increases trust and 
allows for vulnerability might occur more slowly depending on the ability of the 
members to form social bonds. Future research should assess whether the amount 
of process focus might make a difference in how group members bond with their 
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group leaders. This study is the also first of its kind to compare open versus 
closed group treatments for adult survivors of sexual trauma. Results suggested 
that while there was more drop out from open groups, there were no significant 
differences in bonding ability or symptom severity between participants in the 
open and closed groups, and both groups experienced similar rates of reduction in 
symptoms over time. Implications for treatment include reducing wait time for 
entry of new members and addressing issues of drop out prevalent in group 
treatments for sexual trauma.    
While this study did have limitations due to a small sample size consistent 
with many previous studies of treatments for sexual trauma, the present study did 
add to the research in the field by further defining the relationship between the 
therapeutic alliance and outcome, client and therapist factors, including measures 
of clinically significant improvement rather than strictly statistical significance, 
and exploring the effects of group factors (level of process focus, open versus 
closed groups status) on outcome. It also extended the findings of several 
previous studies that have demonstrated positive effects of group treatments on 
symptom reduction outcome variables (Alexander et al., 1989; Dorrepaal et al., 
2010; Lubin, et al., 1998; Lundqvist, et al., 2006; Payne, Liebling-Kalfani, & 
Joseph, 2007; Tourigny & Herbert, 2007; Zlotnick, et al., 1997) and added new 
results with regards to the efficacy of group treatments for trauma on the ability to 
form social bonds.  These results provide support for the assertion that recovery is 
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possible for sexual trauma survivors given the network of social support and 
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Appendix A:  Group leader interview 
Thank you for agreeing to participate in this research study of group 
treatments for clients who have experienced trauma. Completing the brief 
questionnaire below will assist the researcher in understanding the type of group 
treatment you provide as well as the characteristics of your group participants. 
Thank you in advance for your time completing this brief questionnaire.  
 
GROUP INFORMATION 
1. What is the title of your group? 
 
 
2. Is your group open or closed? 
 
 
















7. Is there a screening process for potential group members? If so, what 
criteria do you use to determine if a potential member is a good fit for 
the group?  Are there any reasons that you might exclude a potential 
participant from the group? Examples might include gender, age, type 









	   145 
 
8. Are there any policies or procedures involving the operation of your 
group?  For example, some leaders institute policies regarding number 
of missed sessions, type of content to be discussed, etc.  
 
 




10. Are handouts used? 
 
 
11. Are group members given homework assignments? If so, what types 
of assignments may they be asked to complete? 
 
12. To what extent do you discuss group process amongst the leaders and 
members? Please rank on a scale from 1 to 10.  
 
1 2 3 4 5 6 7 8 9 10 
Group process is   Group process is  




13. Are members encouraged to discuss specific trauma experiences in 
your group? If so, how much time will you spend discussing specific 
experiences? Please rank on a scale from 1 to 10.  
 
1 2 3 4 5 6 7 8 9 10 
Discussing specifics is   Specific trauma detail  









15. How many members are or will be in the group? Is there a maximum 
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16. Is there a specific policy about group members associating outside of 
the group? 




18. Are there any methods you use to see if your goal is achieved at the 




Please answer the following questions. If your group includes a co-leader, please 
have them answer in the blanks marked Co-leader.  
















5. What type of specialized training, if any, have your received in 





Thank you for your time.  Feel free to contact me with any questions or concerns 
about this questionnaire or the study in general. 
Robin Lange, M.A. 
Doctoral Candidate 
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Appendix B: Informed Consent to Participate in Study and Confidentiality 
Agreement 
INFORMED CONSENT (Group Leader/ Co-Leader) 
You are invited to participate in a study about group treatments for trauma 
survivors.  This study is being conducted by Robin Lange, M.A. under the 
supervision of Maria Riva, Ph.D. as part of the requirements for the doctoral 
degree in Counseling Psychology at the University of Denver.  This study is being 
conducted to better understand the patterns of change and improvement in clients 
participating in a variety of group treatments for trauma.  
 
During the course of the study, you as the group leader will be asked to complete 
one short questionnaire prior to the beginning of data collection.  This 
questionnaire will be used to obtain general information about the type of group 
you are running, your experience with group treatments for trauma and your 
methods of recruiting participants.  
 
Your group therapy clients will be asked to complete a demographic 
questionnaire, the Sexual Experiences Survey Short Form Victimization (SES-
SFV, Koss, Abbey, Campbell, Cook, & Norris et al., 2007) to assess trauma 
occurring after the age of 14, the Childhood Sexual Abuse Questionnaire 
(Godbout, Sabourin, & Lussier, 2009) to assess sexual trauma occurring prior to 
the age of 17, and the Posttraumatic Stress Disorder Symptom Scale (PCL-C , 
Weathers et al., 1993). Following before each of the first ten sessions of group, 
group members will be asked to complete the Interpersonal Support Evaluation 
List (ISEL, Cohen, 1988) to evaluate changes in interpersonal functioning, and 
the Outcome Questionnaire-45 (OQ-45; Lambert, Hannover, Nisslmuler, Richard, 
& Kordy, 1996) to measure overall functioning. After session ten, your clients 
will also be asked to complete the SES-SFV and PCL-C assessments for the 
second time. 
 
There are minimal foreseeable risks or discomforts to you or your clients that are 
likely to result from participation in this study.  You or your clients might 
experience some psychological discomfort when answering emotionally sensitive 
questions.  Although it is not anticipated that the questionnaires will cause you or 
your clients any undo stress, if this does occur, you or your client can choose not 
to complete the questionnaires and terminate participation in the study at any 
time.  There will be no penalty to you if you decide to withdraw from the study. 
 
This study’s findings may be presented and published for professional use; 
however, no identifying information about you or your clients will be used in any 
written or verbal form.  Your consent forms and any other identifying materials 
will be kept separate from your completed questionnaires in order to maintain 
confidentiality.  A code number will be assigned and used instead of your name, 
and all data will be kept in secured, locked files. If you have any questions or 
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concerns about this study, please contact Robin Lange at (301) 437-1381 or Dr. 
Maria Riva at (303) 871-2484.  If you have any concerns or complaints about how 
you were treated during the interview, please contact Susan Sadler, Chair, 
Institutional Review Board for the Protection of Human Subjects, at 303-871-
3454, or Sylk Sotto-Santiago, Office of Research and Sponsored Programs at 303-
871-4052 or write to either at the University of Denver, Office of Research and 
Sponsored Programs, 2199 S. University Blvd., Denver, CO 80208-4820. 
 
By signing below you certify the following: 
 
Your participation in this study is completely voluntary, and you may withdraw 
your participation at any time.  If you choose not to participate or to discontinue 
your participation, there will be no loss of benefits to you.   
 
There are two exceptions to the promise of confidentiality.  If information is 
revealed regarding suicide, homicide, or child abuse and neglect, it is required by 
law that this be reported to the proper authorities.  In addition, should any 
information in this study be subject of a court order or lawful subpoena, the 
University of Denver may not be able to avoid compliance with the order or 
subpoena. 
 
I have read and understood the above descriptions of the study of the patterns of 
change and improvement in clients participating in a variety of group treatments 
for trauma.  I have asked for and received a satisfactory explanation of any 
language that I did not fully understand.  I agree to participate in this study, and I 
understand that I may withdraw my consent at any time.  I have received a copy 
of this consent form. 
 
 
Printed Name of Participant       Date 
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INFORMED CONSENT (Group Member) 
You are invited to participate in a study about group treatments for trauma 
survivors.  This study is being conducted by Robin Lange, M.A. under the 
supervision of Maria Riva, Ph.D. as part of the requirements for the doctoral 
degree in Counseling Psychology at the University of Denver.  This study is being 
conducted to better understand the patterns of change and improvement in clients 
participating in a variety of group treatments for trauma.  
 
During the course of the study, you as the client will be asked to complete a 
demographic questionnaire, the Sexual Experiences Survey Short Form 
Victimization (SES-SFV, Koss, Abbey, Campbell, Cook, & Norris et al., 2007) to 
assess trauma occurring after the age of 14, the Childhood Sexual Abuse 
Questionnaire (Godbout, Sabourin, & Lussier, 2009) to assess sexual trauma 
occurring prior to the age of 17, and the Posttraumatic Stress Disorder Symptom 
Scale (PCL-C , Weathers et al., 1993). Prior to each of the first ten sessions of 
group, you will be asked to complete the Interpersonal Support Evaluation List 
(ISEL, Cohen, 1988) to evaluate changes in interpersonal functioning, and the 
Outcome Questionnaire-45 (OQ-45; Lambert, Hannover, Nisslmuler, Richard, & 
Kordy, 1996) to measure overall functioning. After session ten, you will also be 
asked to complete the SES-SFV and PCL-C assessments for the second time. 
 
There are minimal foreseeable risks or discomforts that are likely to result from 
participation in this study.  You might experience some psychological discomfort 
when answering emotionally sensitive questions.  Although it is not anticipated 
that the questionnaires will cause you any undo stress, if this does occur, you can 
choose not to complete the questionnaires and terminate participation in the study 
at any time.  There will be no penalty to you if you decide to withdraw from the 
study and you will be able to continue your treatment at the clinic without 
interruption.  
 
This study’s findings may be presented and published for professional use; 
however, no identifying information about you will be used in any written or 
verbal form.  Your consent forms and any other identifying materials will be kept 
separate from your completed questionnaires in order to maintain confidentiality.  
A code number will be assigned and used instead of your name, and all data will 
be kept in secured, locked files.  
 
If you have any questions or concerns about this study, please contact Robin 
Lange at (301) 437-1381 or robinelange@me.com or Dr. Maria Riva at (303) 
871-2484.  If you have any concerns or complaints about how you were treated 
during the interview, please contact Susan Sadler, Chair, Institutional Review 
Board for the Protection of Human Subjects, at 303-871-3454, or Sylk Sotto-
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Santiago, Office of Research and Sponsored Programs at 303-871-4052 or write 
to either at the University of Denver, Office of Research and Sponsored 
Programs, 2199 S. University Blvd., Denver, CO 80208-4820. 
 
By signing below you certify the following: 
 
Your participation in this study is completely voluntary, and you may withdraw 
your participation at any time.  If you choose not to participate or to discontinue 
your participation, there will be no loss of benefits to you.   
 
There are two exceptions to the promise of confidentiality.  If information is 
revealed regarding suicide, homicide, or child abuse and neglect, it is required by 
law that this be reported to the proper authorities.  In addition, should any 
information in this study be subject of a court order or lawful subpoena, the 
University of Denver may not be able to avoid compliance with the order or 
subpoena. 
 
I have read and understood the above descriptions of the study of the patterns of 
change and improvement in clients participating in a variety of group treatments 
for trauma.  I have asked for and received a satisfactory explanation of any 
language that I did not fully understand.  I agree to participate in this study, and I 
understand that I may withdraw my consent at any time.  I have received a copy 
of this consent form. 
 
 
Printed Name of Participant       Date 
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Appendix C: Sexual Experiences Survey Short Form 
 
SEXUAL EXPERIENCES SURVEY SHORT FORM VICTIMIZATION (SES-SFV)  
 
The following questions concern sexual experiences that you may have had that were unwanted. 
We know that these are personal questions, so we do not ask your name or other identifying 
information. Your information is completely confidential. We hope that this helps you to feel 
comfortable answering each question honestly. Place a circle around the number of times each 
experience has happened to you. If several experiences occurred on the same occasion—for 
example, if one night someone told you some lies and had sex with you when you were drunk, 
you would check both boxes a and c. “The past 12 months” refers to the past year going back from 
today. “Since age 14” refers to your life starting on your 14th birthday and stopping one year ago 
from today. 
 
SEXUAL EXPERIENCE HOW MANY TIMES IN 
THE PAST 12 
MONTHS?  
HOW MANY TIMES 
SINCE AGE 14?  
 
1. Someone fondled, kissed or 
rubbed up against a private area 
of my body (lips, breast/chest, 
crotch or butt) or removed some 
of my clothes without my consent 
but did not attempt sexual 
penetration by:  
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 














0         1          2          
3+ 
 
b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
0         1          2          3+ 0         1          2          
3+ 
 
e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  
0         1          2          3+ 0         1          2          
3+ 
 
2. Someone had oral sex with me 
or made me have oral sex with 
them without my consent by: 
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 
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b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
0         1          2          3+ 0         1          2          
3+ 
 
e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  
0         1          2          3+ 0         1          2          
3+ 
 
3. If you are a male, check this 
box  [   ] and skip to item 4 
 
A man put his penis into my 
vagina, or someone inserted 
fingers or objects without my 
consent by:  
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 












0         1          2          
3+ 
 
b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
0         1          2          3+ 0         1          2          
3+ 
 
e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  
0         1          2          3+ 0         1          2          
3+ 
 
4. A man put his penis in my butt, 
or someone inserted fingers or 
objects without my consent by:  
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 








0         1          2          
3+ 
 
b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
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e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  
0         1          2          3+ 0         1          2          
3+ 
 
5. Even though it did not happen, 
someone TRIED to have oral sex 
with me or tried to make me have 
oral sex with them by: 
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 










0         1          2          
3+ 
 
b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
0         1          2          3+ 0         1          2          
3+ 
 
e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  
0         1          2          3+ 0         1          2          
3+ 
 
6. If you are a male, check this 
box  [   ] and skip to item 7 
 
Even though it did not happen, a 
man TRIED to put his penis into 
my vagina, or someone tried to 
insert fingers or objects without 
my consent by:  
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 
















0         1          2          
3+ 
 
b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
0         1          2          3+ 0         1          2          
3+ 
 
e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  
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Even though it did not happen, a 
man TRIED put his penis in my 
butt, or someone tried to insert 
fingers or objects without my 
consent by:  
 
a. Telling lies, threatening to end the 
relationship, threatening to spread 
rumors about me, making promises 
that I knew were untrue, or 
continually verbally pressuring me 












0         1          2          
3+ 
 
b. Showing displeasure, criticizing 
my sexuality or attractiveness, or 
getting angry but not using physical 
force after I said I didn’t want to 
0         1          2          3+ 0         1          2          
3+ 
 
c. Taking advantage of me when I 
was too drunk or out of it to stop 
what was happening 
0         1          2          3+ 0         1          2          
3+ 
 
d. Threatening to physically harm 
me, or someone close to me.  
0         1          2          3+ 0         1          2          
3+ 
 
e. Using force, for example holding 
me down with their body weight, 
pinning my arms, or having a 
weapon  




8.	  I	  am	  	  
	  	  	   [	  	  ]	  A	  female	   [	  	  	  ]	  A	  male	  




PLEASE	  CONTINUE	  ON	  NEXT	  PAGE	  
9.	  Did	  any	  of	  the	  experiences	  described	  in	  this	  survey	  happen	  to	  you	  one	  or	  
more	  times?	  	  
	   [	  	  	  ]	  Yes	  	  	  	   [	  	  	  ]	  No	  
	  
What	  was	  the	  sex	  of	  the	  person(s)	  who	  did	  them	  to	  you?	  
I	  reported	  no	  experiences	   [	  	  	  ]	  
Female	  only	   	   	   [	  	  	  ]	  
Male	  only	   	   	   [	  	  	  ]	  
Both	  male	  and	  female	   [	  	  	  ]	  
	  
10.	  Have	  you	  ever	  been	  raped	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Childhood Sexual Abuse Questionnaire (CSAQ, Godbout, Sabourin, Lussier, 
2009) 
Please circle the response that best matches your experience. If more than 
description is applicable, please circle all that apply. For the purposes of this 
questionnaire, childhood sexual abuse is defined as any intrusive sexual contact 
between birth and age 18 that you believe was abusive.  
 
1. Have you been sexually abused during your childhood or adolescence? 
     Yes or No 
 
If yes, please complete the following questions: 
 
2. What was your relationship with the abuser? 
 
 Not a family member 
 A family member 
 A parent or parental figure  
 
3. Was force ever used during the event?  
 
 No force was used 
 Verbal threats were used 
 Physical violence was used 
 
4. How many times did the abuse occur? 
One time 
Two to Five times 
Six to Ten times 
11 to 20 times 
21 to 50 times 
So many times I cannot calculate 
 
5.   What type of child abuse event occurred? 
  No direct contact (such as voyeurism or exposure) 
 Touching or oral sex 
 Anal or vaginal penetration 
 
Thank you for your participation. 
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Interpersonal Support Evaluation List (Cohen & Hoberman, 1983) 
Interpersonal Support Evaluation List (ISEL) -- General Population 
This scale is made up of a list of statements each of which may or may not be true 
about you.  For each statement check “definitely true” if you are sure it is true 
about you and “probably true” if you think it is true but are not absolutely 
certain.  Similarly, you should check “definitely false” if you are sure the 
statement is false and “probably false” is you think it is false but are not 
absolutely certain. 
1.  There are several people that I trust to help solve my problems.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
2.  If I needed help fixing an appliance or repairing my car, there is someone who would help me. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
3.  Most of my friends are more interesting than I am.   ____definitely true (3)  ____definitely 
false (0)   ____probably true (2)  ____probably false (1) 
4.  There is someone who takes pride in my accomplishments.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
5.  When I feel lonely, there are several people I can talk to.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
6.  There is no one that I feel comfortable to talking about intimate personal problems. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
7.  I often meet or talk with family or friends.   ____definitely true (3)  ____definitely false (0) 
  ____probably true (2)  ____probably false (1) 
8.  Most people I know think highly of me.   ____definitely true (3)  ____definitely false (0) 
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  ____probably true (2)  ____probably false (1) 
9.  If I needed a ride to the airport very early in the morning, I would have a hard time finding 
someone to take me.   ____definitely true (3)  ____definitely false (0)   ____probably true 
(2)  ____probably false (1) 
10.  I feel like I’m not always included by my circle of friends.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
11.  There really is no one who can give me an objective view of how I’m handling my problems. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
12.  There are several different people I enjoy spending time with.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1)    
13.  I think that my friends feel that I’m not very good at helping them solve their problems. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
14.  If I were sick and needed someone (friend, family member, or acquaintance) to take me to the 
doctor, I would have trouble finding someone.   ____definitely true (3)  ____definitely false (0) 
  ____probably true (2)  ____probably false (1) 
15.  If I wanted to go on a trip for a day (e.g., to the mountains, beach, or country), I would have a 
hard time finding someone to go with me.   ____definitely true (3)  ____definitely false (0) 
  ____probably true (2)  ____probably false (1) 
16.  If I needed a place to stay for a week because of an emergency (for example, water or 
electricity out in my apartment or house), I could easily find someone who would put me up. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
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17.  I feel that there is no one I can share my most private worries and fears with.   ____definitely 
true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
18.  If I were sick, I could easily find someone to help me with my daily chores.   ____definitely 
true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
19.  There is someone I can turn to for advice about handling problems with my family. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
20.  I am as good at doing things as most other people are.   ____definitely true (3)  ____definitely 
false (0)   ____probably true (2)  ____probably false (1) 
21.  If I decide one afternoon that I would like to go to a movie that evening, I could easily find 
someone to go with me.   ____definitely true (3)  ____definitely false (0)   ____probably true 
(2)  ____probably false (1) 
22.  When I need suggestions on how to deal with a personal problem, I know someone I can turn 
to.   ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false 
(1) 
23.  If I needed an emergency loan of $100, there is someone (friend, relative, or acquaintance) I 
could get it from.   ____definitely true (3)  ____definitely false (0)   ____probably true 
(2)  ____probably false (1) 
24.  In general, people do not have much confidence in me.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
25.  Most people I know do not enjoy the same things that I do.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
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26.  There is someone I could turn to for advice about making career plans or changing my job. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
27.  I don’t often get invited to do things with others.   ____definitely true (3)  ____definitely false 
(0)   ____probably true (2)  ____probably false (1) 
28.  Most of my friends are more successful at making changes in their lives than I am. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
29.  If I had to go out of town for a few weeks, it would be difficult to find someone who would 
look after my house or apartment (the plants, pets, garden, etc.).   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
30.  There really is no one I can trust to give me good financial advice.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
31.  If I wanted to have lunch with someone, I could easily find someone to join me. 
  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
32.  I am more satisfied with my life than most people are with theirs.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
33.  If I was stranded 10 miles from home, there is someone I could call who would come and get 
me.   ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false 
(1) 
34.  No one I know would throw a birthday party for me.   ____definitely true (3)  ____definitely 
false (0)   ____probably true (2)  ____probably false (1) 
35.  It would me difficult to find someone who would lend me their car for a few hours. 
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  ____definitely true (3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
36.  If a family crisis arose, it would be difficult to find someone who could give me good advice 
about how to handle it.   ____definitely true (3)  ____definitely false (0)   ____probably true 
(2)  ____probably false (1) 
37.  I am closer to my friends than most other people are to theirs.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
38.  There is at least one person I know whose advice I really trust.   ____definitely true 
(3)  ____definitely false (0)   ____probably true (2)  ____probably false (1) 
39.  If I needed some help in moving to a new house or apartment, I would have a hard time 
finding someone to help me.   ____definitely true (3)  ____definitely false (0)   ____probably true 
(2)  ____probably false (1) 
40.  I have a hard time keeping pace with my friends.   ____definitely true (3)  ____definitely false 


















THE OUTCOME QUESTIONNAIRE-45 
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PTSD Checklist – Civilian Version (PCL-C) 
Patient’s Name: ________________________________________________ 
Instruction to patient: Below is a list of problems and complaints that veterans sometimes 
have in response to stressful life experiences. Please read each one carefully, put an “X” in 
the box to indicate how much you have been bothered by that problem in the last month.  
   









1. Repeated, disturbing memories, 
thoughts, or images of a stressful 
experience from the past? 
          
2. Repeated, disturbing dreams of a 
stressful experience from the past? 
          
3. Suddenly acting or feeling as if a 
stressful experience were happening 
again (as if you were reliving it)? 
          
4. Feeling very upset when something 
reminded you of a stressful experience 
from the past? 
          
5. Having physical reactions (e.g., heart 
pounding, trouble breathing, or 
sweating) when something reminded 
you of a stressful experience from the 
past?  
          
6. Avoid thinking about or talking about 
a stressful experience from the past or 
avoid having feelings related to it? 
          
7. Avoid activities or situations because 
they remind you of a stressful 
experience from the past? 
          
8. Trouble remembering important parts 
of a stressful experience from the past? 
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9. Loss of interest in things that you used 
to enjoy? 
          
10. Feeling distant or cut off from other 
people? 
          
11. Feeling emotionally numb or being 
unable to have loving feelings for those 
close to you? 
          
12. Feeling as if your future will somehow 
be cut short? 
          
13. Trouble falling or staying asleep?           
14. Feeling irritable or having angry 
outbursts? 
          
15. Having difficulty concentrating?           
16. Being “super alert” or watchful on 
guard? 
          
17. Feeling jumpy or easily startled?           
________________________________________________________________________________________
________ 
Weathers, F.W., Huska, J.A., Keane, T.M. PCL-C for DSM-IV. Boston: National Center for PTSD – 
Behavioral Science Division, 1991. 
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Group Member Demographic Questionnaire 
 
1. What is your 4 digit code: _ _ _ _ 
 
2. Have you had previous mental health treatment? 
Yes  No 
3. If yes, how long were you in treatment? 
___________________________ 
4. If yes, why did you seek treatment in the past? 
_________________________________________________________
_________________________________________________________ 
5. Are you currently receiving mental health treatment outside of this 
group?  Yes  No 
6. If yes, are you in another group treatment or individual therapy? 
Group   Individual   Both 
7. Do you have a mental health diagnosis that you know of? 
a. Major Depressive Disorder 
b. Post Traumatic Stress Disorder 
c. Generalized Anxiety Disorder 
d. Personality Disorder (Please specify if known 
___________________) 
e. Other (Please specify if known ___________________) 
8. Are you currently taking any psychotropic medications such as anti-
depressants, anti-anxiety medications, etc.? 
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Yes  No 
9. If yes, how long have you been taking this medication? 
10. If yes, please specify the name or type of medication if known 
________________ 
11. What is your highest level of education? 
a. Grade School 
b. Some high school 
c. High school diploma or GED 
d. Some college 
e. Associate’s degree or trade school 
f. Bachelor’s degree 
g. Post Graduate Degree 
12. Are you currently employed? 
Yes  No 








14. With what racial or ethnic group do you identify?  
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Hispanic/Latino   Asian/Pacific Islander 
African American/Black    Caucasian/White    
American Indian    Other (please specify): 
____________________ 
15. Is English the language primarily spoken in your home? 
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Working Alliance Inventory (WAI-SR) 
 
Below is a list of statements about experiences people might have with their 
therapist.  Think about your experiences in therapy and decide which 
category best describes your own experiences. 
  1 = Seldom     2 = Sometimes      3 = Fairly Often   4 = Very Often      5 
= Always             
1. ________ As a result of these sessions I am clearer as to how I might be 
able to change. 
2. ________ What I am doing in therapy gives me new ways of looking at 
my problem. 
3. ________ I believe that my therapist likes me. 
4. ________ My therapist and I collaborate on setting goals for my therapy. 
5. ________ My therapist and I respect each other. 
6. ________ My therapist and I are working towards goals we agreed upon 
together. 
7. ________ I feel that my therapist appreciates me. 
8. ________ My therapist and I agree on what is important for me to work 
on. 
9. ________ I feel my therapist cares about me even when I do things that 
he/she does not approve of. 
10. ________ I feel that the things I do in therapy will help me make the 
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changes that I want. 
11. ________ My therapist and I have established a good understanding of the 
kind of changes that would be good for me. 
12. ________ I believe the way we are working on my problem is correct. 
